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@riginal Articles. _ If the operations devised for the cure of pro- 


lapse of the rectum are taken as evidence, little 


notice was taken of the work of Zuckerkand}, 
RELATION OF THE DEEP CUL-DE-SAC Ludloff and others, up to the time of Barden- 


TO PROLAPSE OF THE RECTUM AND heuer’s operation in 1902, as practically all the 


UTERUS, AND TO RECTOCELE.* | operations were devised for the purpose of 
tightening up the sphincter and levators, and 
hy DANIEL Fiske Jones, M.D., Boston, ‘narrowing the anal canal so that the prolapse 


could not get through it. It is a facet that the 
_ THe difficulty of curing a disease is generally -sphineter and levators are stretched and relaxed 
in proportion to the number of ‘‘eures’’ for it, to a marked degree in all these cases. That 
and prolapse of the rectum is no exception to this is not the cause of the prolapse can, I think, 
this rule. Few surgical conditions are less sat- je easily demonstrated by an examination of 
aeagerid to treat, as will be seen by looking any case in which the prolapse has been held 
over the records of the operated cases. reduced for a few weeks or months, for in these 

Before taking up the subject it will be well cases the sphincter and levators have regained 
to state that this paper does not consider the a normal tone, and are as taut as in any normal 


cases under ten years of age, as I believe the jndividual. 
problem is quite different in children _than in To get a different conception of prolapse of 
_— lhe term ‘‘prolapse’*im this paper iS the rectum, let us go back to the work of 
h ended to include those cases only in which | Zyckerkandl in 1890, Waldeyer in 1899, and to 
there is a protrusion into or through the sphine-|})ix, Ludloff, and others. The idea of these 
ter of the whole rectal wall. men, based upon anatomical findings, that pro- 

It might be stated at this time also that I have | lapse of the rectum is a hernia through the 
practically nothing new to present in this / sphincter, seems to have made little impression, 
paper; | am simply bringing to your attention | as Bardenheuer in 1902 was, so far as I can find. 
facts already stated to which little or no atten- the first to make use of the idea. To run over 
8 has been paid. For about a year before | yery briefly the work of Zuckerkandl, Moscheo- 
Moscheovitz’ article came out in 1912, I thought | vitz, and Williams, will be necessary to an un- 
that | had made a discovery. In his paper, | derstanding of the condition. 
Moschcovitz intimates that he thought he was) The normal pelvis in the male shows a pos- 
pues ont something original, but found that | terior cul-de-sac which reaches to the 2d or 3d 
aldever, Ludloff, Zuckerkandl, and others had | sacral vertebra. In multiparae the depth of the 
described very accurately the pathological an-| ¢y)-de-sae is on a level with the posterior por- 
ng ys the condition, and that Bardenheuer | sign of the vaginal vault (Zuckerkandl). In 
n 1902, and Quénu and Duval in 1909 had pub- agg 

males it reaches just about to the top of the 


lished operations very similar to the one he ad- 
Vocated. seminal vesicles (Zueckerkandl). 


© Bead The transversalis fascia, which lines the al- 
1916.“ & meeting of the Boston Surgical Society, March 6,| dominal cavity, is continued into the pelvis 


| 
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fascia where it gives support to the pelvic 
organs. Bardeleben shows this fascia as extend- 
ing backward in front of the bladder, upward 
between the bladder and rectum, surrounding 
the structures at the base of the bladder, then 
running backward around the rectum to the 
posterior layer of pelvic fascia. 

Williams says, ‘‘The pelvie fascia, from its 
attachment at the brim of the pelvis, sweeps 
downward and inward to the bladder, with 
which it is intimately connected, and to the 
vagina which it splits to enclose, uniting with the 
fascia from the opposite side, and is attached to 
the cervix uteri, where it helps to form the vag- 
inal vault. This forms a strong fibrous sling 
which is the main support of the bladder, and 
the strongest of the uterine supports. The pos- 
terior portion of the fascia is deeper than the 
anterior, and passes downward and inward to 
the rectal wall to which it is intimately at- 
tached. Posterior to the rectum it covers the 
pyriformis and is continuous above with the 
anterior lamella of the lumbar fascia.’’ It is 
this fascia which Williams says is the support 
of the uterus, vagina, and bladder. It is, we 
believe, this fascia which limits the depth of the 
posterior cul-de-sac. It is this fascia, called by 
various names in different parts of the abdomen, 
which has particularly to do with herniae, ac- 
cording to Moscheovitz’ view. It is behind all 
vessels and there is a more or less funnel-shaped 
prolongation onto every vessel, and every 
organ leaving the abdomen or pelvis. It is this 
fascia which supports the pelvic organs and the 
floor of the posterior cul-de-sac. It is a defect 
in this fascia, the absence of it, or the stretch- 
ing of it which is responsible for the extension 
of the eul-de-sae downward to the levator 
muscles. Zuckerkandl states that a deep pos- 
terior cul-de-sac is essential to the formation of 
perineal, rectal, and vaginal herniae. The man- 
ner of formation of the deep eul-de-sae is of in- 
terest. It is, we believe, either congenital or ae- 
quired. 

Zuckerkandl, Freund, and others have shown 
that this cul-de-sac normally extends to the 
levators in the foetus, and that the depth is 
gradually decreased from this time to puberty, 
when it reaches to the level of the 2d or 3d 
sacral vertebra. 

Moscheovitz believes that the fascia is normal- 
ly attached to the rectum by a funnel shaped 
extension downward on to it. <A defect in this 
attachment allows the intestines to push down- 
ward along the rectum to the levators. The 
defect, he believes, to be congenital but the sac 
or déep cul-de-sac is acquired. 

Another acquired form is that found in mul- 
tiparae, due to the stretching of the peritoneum 
and fascia. 

Clinically, there are three distinct varieties 
of deep cul-de-sac. The first is the variety 
which we distinguish as congenital, in which the 
peritoneum lining the deep pelvis is smooth and 


closely adherent to the walls of the pelvis and to 
the rectum and vagina or bladder; the rectum 
instead of standing out as a definite organ is 
usually flattened against the sacrum and coccyx, 
and seareely distinguishable from the periton- 
eum. The bladder in males, instead of being a 
rounded organ occupying the central portion of 
the pelvis, is flattened posteriorly and at the 
base, and extends from one side of the pelvis to 
the other. There is absolutely nothing to in- 
dicate the depth of the normal cul-de-sac. This 
variety is found in the cases of prolapse of the 
rectum in males and virgins, and in prolapse of 
the uterus and vaginal herniae in virgins. I 
have rarely seen a deep pelvis of this form in 
which there was not either a prolapse of the 
rectum or uterus, or a rectocele. 

In the second form, which we have called the 
acquired variety, the cul-de-sac is deep, but does 
not appear so deep as in the first; the periton- 
eum is redundant and is not adherent to the 
pelvie walls, rectum and vagina, or bladder. 
The rectum, instead of being flattened against 
the posterior wall, stands out distinctly in the 
pelvis. This form is of frequent occurrence in 
multiparae, yet the occurrence of prolapse of 
the rectum is very rare, while prolapse of the 
uterus and large rectoceles are infrequent in 
proportion to the number of eases of this ac- 
quired deep cul-de-sac. 

The third variety is very rare; in these cases 
there is asmall opening between the vagina and 
rectum reaching from a posterior cul-de-sac in 
normal position down to the levators, and 
usually causing a vaginal protrusion. The ap- 
pearance of this variety would suggest a defect 
in the posterior portion of the pelvic fascia, 
through which the intestines had forced their 
way to the depths of the pelvis. The compara- 
tively small opening with a distinct floor of the 
posterior cul-de-sac at its normal height sug- 
gests the protrusion through a small defect in 
the fascia, as suggested by Moscheovitz as the 
cause of the deep cul-de-sac, and exactly analo- 
gous to the formation of an inguinal hernia. 

We have for some time tried to find an ex- 
planation of the large proportion of prolapses 
and vaginal herniae in the first group, that is, 
congenital variety, as compared with the small 
proportion found in the second group, that is, 
acquired variety. 

It is our belief that there is not only a con- 
genitally deep cul-de-sac, but that there is an 
absence of fascia lining the cavity in the con- 
genital group, while in the second group the 
fascia is stretched by the gravid uterus and 
childbirth sufficiently to allow the peritoneum 
to sink into the depths of the pelvis but still 
leaves it attached to the vagina and rectum. In 
the first group there is no fascia, the constant 
pressure of the intestines is against the levators, 
anterior wall of the rectum and posterior wall 
of the vagina, and as muscle fibres wil! not 
stand a long continued ‘pressure without 
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stretching, these parts soon give way, and are 
pushed through the sphincter or out through 
the vulva. In the second group the fascia, while 
stretched and thinned, is sufficiently strong to 
take the strain without stretching. As the an- 
terior rectal wall is stretched downward against 
the sphineter, they both must give more and 
more until the rectal wall pushes through the 
sphincter. The prolapse, when first formed, is 
always the anterior rectal wall, and as this pro- 
gresses, the posterior wall is loosened sufficiently 
to be pulled down also. In place of the rectal 
wall giving way, the posterior vaginal wall may 
be stretched, and we have either a rectocele, so 
ealled, or a vaginal hernia. 

In regard to rectoceles, we believe that there 
are two distinct conditions which are designated 
as rectocele. In virgins, the rectocele is always 
a protrusion of the posterior vaginal wall 
caused by the intestines in the deep posterior 
cul-de-sac pushing the wall forward and down- 
ward, that is, it is a hernia. The rectum has 
nothing whatever to do with it, except that the 
rectum is pulled downward by the lower portion 
of the posterior wall as it is everted. 


In some multiparae with badly torn perin- 
eum, and stretched posterior wall of the vagina, 
we have what may be called a true rectocele, 
that is, the rectum, having no support ante- 
riorly, bulges into the vagina. The bulging in- 
creases very little, because the intra-rectal pres- 
sure can be little much of the time. 

The second variety occurs in those cases in 

which there is a deep posterior cul-de-sac; the 
intestines force their way downward between 
the rectum and vagina, and push the posterior 
wall of the vagina forward and downward. It is, 
therefore, the intestines in this cul-de-sac which 
are bulging into the vagina, and not the rec- 
tum. If the surgeon after doing a perineor- 
rhaphy on a well-marked case of ‘‘rectocele,’’ 
will open the abdomen and examine the poste- 
rior cul-de-sae, he will easily feel his sutures at 
the lower end of the eul-de-sae, and will still be 
able to push the posterior wall of the vagina for- 
ward over them. 
_ Little has been said of prolapse of the uterus 
in these conditions of deep posterior cul-de-sac. 
The uterus is suspended by the anterior portion 
of the pelvie fascia to some extent, so that even 
with the loss of support of the posterior por- 
tion the uterus does not prolapse at once. The 
constant pressure of the intestines on the pos- 
terior vaginal wall, not only pushing it for- 
ward, but forcing it downward toward the 
vulva, at the same time exerts a considerable 
pull upon the uterus; this, in addition to the 
loss of support of the posterior fascia, causes 
prolapse of the uterus in many eases. It is 
probable also that the anterior fascia is defee- 
tive in those cases in which the posterior portion 
is thus aiding in the prolapse. 

It has been my good fortune to see four vir- 


gins within the last two years with what I be- 
lieve to be a congenital deep posterior cul-de- 
sac. The condition in the pelvis was indentical 
in all. In one there was a prolapse of the rec- 
tum, in another there was a prolapse of the rec- 
tum, a large ‘‘cystocele’’ and a prolapse of the 
uterus. In two others there was a ‘‘rectocele’’ 
and a prolapse of the uterus. 

Granted then that prolapse of the rectum, ree- 
toceles, and prolapse of the uterus are caused by 
deep posterior cul-de-sac and are really herniae, 
what is the proper treatment for them? For 
prolapse of the rectum the operations which 
have been done may be divided into three 
groups. 

1. Those which attempt to prevent the pro- 
lapse by supporting the outlet of the pelvis or 
by narrowing the outlet. 

2. Those which attempt to prevent the pro- 
lapse by fixation of the bowel above or bring 
about the same result by amputation of the pro- 
lapsed portion. 

3. Those which not only suspend the bowel 
but close the hernial sac at what might be called 
the internal ring. 

Let us consider these operations in groups to 
save time, taking up only a few special opera- 
tions; and let us admit for the sake of argu- 
ment that prolapse of the rectum and uterus are 
herniae; and we must admit that they are at 
the time they become fully developed prolapses, 
whether we believe that the deep cul-de-sac is 
the cause or the effect of the prolapse. 

In the first group we put those operations 
which attempt to prevent the prolapse or hernia 
by narrowing the outlet or by supporting the 
perineum. The evident fact in cases of prolapse 
is the dilated and atonic sphincter, and a re- 
laxed perineum. The obvious thing to do, there- 
fore, is to tighten up the sphincter, and give 
more support to the perineum. 

In comparing this group of operations with 
an inguinal hernia, it is evident that the placing 
of a band about the sphincter is almost exactly 
similar to closing of the external ring by a su- 
ture. Undoubtedly this will hold up a certain 
number, and so will closure of the external ring 
prevent a certain number of inguinal herniae 
from protruding. 

The support given to the perineum is similar 
to tightening up the external oblique fascia, 
without removing the sac, and this, of course, 
means a recurrence. 

The Tiersch operation of placing a silver 
wire about the anus is undoubtedly of value in 
very old or very feeble patients. 

The Delorme-Juvara operation of removing a 
collar of mucous membrane apparently gives ex- 
cellent results, comparatively speaking, but 
there is some danger about it—6% mortality ac- 
cording to Delorme,—and the end-results, while 
excellent, according to Delorme, are not suffi- 
ciently good to consider it the operation of 
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choice. Quénu considers it an excellent adju- 
vant to the abdominal operation. 

In the second group we have operations which 
might be compared to pulling the hernial sac 
up as far as the external ring, and leaving it 
open above. While most of these operations do 
give support to the rectum for a time at least, 
they overlook a very important fact, that is, the 
rectum at its lower segment has been so 
stretched by pressure upon it that no amount of 
pull above will take up the slack here. Besides 
that, the intestines are free to continue their 
pressure upon the anterior wall, and ought, in 
time, to reproduce the prolapse, if it does not 
immediately. 

It will be seen, then, that according to our es- 
timate at least, the operations in Groups 1 and 
2 are, at least theoretically, wrong. We must, 
therefore, find some operation which will be 
more satisfying, at least theoretically. 

In 1912, after a recurrence following the so- 
called Tuttle posterior rectopexy, and having a 
patient transferred to me with a recurrence fol- 
lowing the same operation done by a colleague, 
I determined to do a colopexy. The first thing 
which struck me when I opened the abdomen 
was the great depth of the pelvis; there was no 
posterior cul-de-sac at all, the pelvis to the le- 
vators was wide open, the rectum was flattened 
against the sacrum, and the peritoneum evi- 
dently rested upon the levators; the sphincter 
could be easily felt from the cul-de-sac. An 
attempt was then made to pull the rectum into 
place by pulling upon the sigmoid, in prepara- 
tion for a colopexy, but to my surprise I found 
that a pull upon the sigmoid pulled upon the 
attachment of the rectum only, and did not pull 
upon the lower three inches of the rectum itself. 

The next patient was a male, and the pelvis 
presented a most extraordinary appearance. 
The depth of the pelvis was most striking; it 
also had the appearance of having no organ in 
it, for the rectum was flattened out against the 
posterior surface, and was not easily distin- 
guished from the peritoneum. The bladder. 
which is ordinarily a rounded organ, had a flat- 
tened base, which extended from one side of the 
pelvis to the other. The seminal vesicles and 
prostate were pelvic organs, that is, in the por- 
tion lined by peritoneum. 

As colopexy seemed to offer no hope of curing 
these patients, an effort was made to restore the 
cul-de-sae to its normal appearance, by closing 
it with purse-string sutures of silk; in addition 
to this, the rectum was attached to the pelvic 
peritoneum on either side, as high as the prom- 
ontory, by silk sutures, in the hope of getting 
support from many attachments to the perito- 
neum, 

In the female, in addition to closing the pos- 
terior cul-de-sac, the rectum was sutured to the 
posterior surface of the vagina and uterus. and 
a ventral fixation done. 

It is true that in closing the posterior cul-de- 
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sac, in this way, one is probably suturing noth- 
ing but peritoneum, and therefore does not feel 
that the results can be very permanent. It is 
very necessary, therefore, to make every effort 
possible to prevent recurrence. In our cases the 
posterior cul-de-sac was closed and the rectum 
attached to the pelvic peritoneum as high as 
the promontory. Moscheovitz simply closes the 
cul-de-sac, 

Bardenheuer closed the posterior cul-de-sae 
and attached the mesentery of the rectum to 
the pelvic peritoneum from right to left. 

Quénu and Duval closed the posterior cul-ce- 
sac, then sutured the rectum to the posterior 
surface of the bladder or vagina on the right, 
then across to the left side of the pelvis, where 
a slit was made in the peritoneum over the 
psoas, and the sigmoid sutured to the edges and 
to the iliae fascia beneath. The value of this 
procedure is, we believe, overestimated by them, 
as it is impossible for the sigmoid sutured in 
this way to exert any pull upon the lower por- 
tion of the rectum. It is, we believe, an excel- 
lent way of making the closure of the cul-de- 
sae more sure. 

Quénu states that other operations. such as 
the Delorme-Juvara, or the Tiersch, may be nee- 
essary adjuvants to their operation. 

It is, we believe, important in many of these 
cases, especially the large prolapses, to do some- 
thing else than closure of the cul-de-sac, to 
aid in the support. At times removal of mu- 
cous membrane with the cautery will assist. In 
many we are convinced that posterior rectopexy 
will be of great value. While the giving way 
of the posterior attachment is not the cause of 
prolapse, the posterior attachments are loosened 
and pulled down late in the course of the pro- 
lapse. Fixation, therefore, of this portion of 
the rectum must be of some value in holding up 
the rectum. 

In closing the posterior cul-de-sac, it must be 
remembered that the anterior wall of the ree- 
tum is well stretched, and in order to prevent 
this portion from prolapsing, it must be drawn 
well up in the pelvis by a guide suture placed 
as low as possible into the rectum, and this por- 
tion fixed as high as possible. While the dan- 
gers of closing the posterior cul-de-sac, that 1s, 
injury to the ureters and to the great vessels, 
may seem considerable, we have had no conipli- 
cation in about twenty cases. 

As to the operation for rectocele and prolapse 
of the uterus, the operation is identical in every 
detail to that for prolapse of the rectum. We 
do not believe it necessary or advisable to do an 
abdominal operation for every rectocele, for our 
present methods are satisfactory. In large ree- 


toceles, and in smaller ones, when the abdomen 
is opened for some other purpose, the closure of 
the cul-de-sae is rational, and we believe, essen- 
tial, to prevent recurrence in many cases. | 
In all cases of prolapse of the uterus in vir- 
gins, there is, we believe, a deep posterior cul- 
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de-soce of the congenital type. What other con- obviously ineffective if the pylorus is held 
ditions there are to cause the prolapse, we do tightly closed. Thus there may be a high de- 
not know. The rational procedure in these cases gree of gastric motility’? with no discharge, as. 
would seem to be closure of the deep cul-de-sac. for example, in pyloric stenosis. In spite of its 
the one condition present in all cases, in addi- rather loose employment, the term ‘gastric mo- 
tion to ventral fixation. Not only do we tility’’ has probably in most instances been in- 
helieve this essential for the permanent cure of tended to signify the efficacy of the stomach as 
these cases, but we believe it necessary to pre- an organ discharging its contained food. 
vent prolapse of the rectum or vaginal hernia Some previous observers have stated that aleo- 
later in life. hol in *‘moderate’’ doses increases gastric mo- 
W. A. Freund, recognizing the relation of the ‘ility, whereas greater quantities or concentra- 
deep cul-de-sac to prolapse, inverted the uterus tions have the opposite effect. This is the testi- 
into the cul-de-sae and sutured it to the sacrum. mony, for example, of Klemperer’ and of Kast.* 
In cases of prolapse of the uterus in multi- Others have declared that its influence is solely 
parae, While we believe that stretching of the as a depressant,’ and still others have claimed 
fascial supports has more to do with prolapse that it has a stimulating effect. Because of 
than deep cul-de-sac, we believe that closure of these differences of testimony it seemed worth 
the cul-de-sae will lead to much better results. While to seek further evidence regarding the 
If the operator will make pressure downward effect of alcohol in the rate of gastric emptying. 
in the enl-de-sae against the posterior wall of _ The method used was that first devised by 
the vagina. he will see at once the great pull Cannon.* Its reliability has been substantiated 


“which can be exerted upon the uterus. If he by other investigators, especially by workers in 


will then «lose the posterior cul-de-sac and make Magnus’s laboratory of pharmacology — in 
pressure upon that, he will, we are sure, be con- Utrecht. In brief, the procedure was as follows: 
vinced as to the value of closing the cul-de-sac Medium sized, quiet eats, deprived of food for 
in these cases. If one does not believe in its 24+ hours, were fastened to a holder and fed 
eflicacy in prolapse of the uterus, the closure through a stomach tube attached to a syringe. 
should be made to prevent the possibility of 25 ce, of mushy potato to which had been added 
prolapse of the rectum and posterior vaginal ? £7ams of bismuth subearbonate. If the cats 
wall. had eaten within 24 hours before the feeding, 

While closure of the posterior cul-de-sac by the rate of discharge was apparently slowed. 
purse-string sutures may seem to have little Fully 25 ee. should be given at each feeding— 
strength, its great value lies in the fact that the @2 amount which causes the stomach in most 
closure throws the weight of the intestines for- °@tS to cast about the same size of shadow. In 
ward onto the bladder, symphysis, and anterior a few animals the stomachs seemed dilated: and 
abdominal wall, when the patient is in the up- 25 cc. of the votato-bismuth mixture left light 
right position, as pointed out by Dr. Edward "eas here and there, as if the organ was not 
Reynolds, while the deep cul-de-sac allows the filled. Both peristalsis and the rate of dis- 
weight of the intestines and pressure to come charge in these animals, however, were normal. 
upon the anterior rectal wall or posterior vag- The consisteney was so far as possible. uniform— 
inal wall. the potato was mashed till of fine, soft consist- 
-ency and then made mushy by the addition of 
water, and also of alcohol. 

After being fed the animal was immediately 
released. X-ray observations of the gastric and 
—— intestinal shadows were made first at the end of 
THE EFFECT OF ALCOHOL IN THE a half-hour, then at the end of an hour, and 

RATE OF DISCHARGE FROM THE thereafter hourly until four hours after the 


STOMACH. feeding. All observations were fluoroseopie, 
but records were made by tracing on translu- 

iy L. T. Wrient, M.D., ATLANTA, Ga. cent paper the shadows of the intestinal con- 
[From the Laboratory of Physiology in the Harvard | te!ts. As explained by Cannon, with proper 
Medical School.] precautions to avoid overlapping of shadows, 


and with due eare in making the tracings aceu- 
Tit: methods employed to determine the rate rate, the aggregate length of the shadows in the 
of dis harge of the gastrie contents into the in- | successive records may be utilized to indicate the 
testi have in the past been so unreliable that rate of gastric discharge. 
Judsents based on them are not worthy of, I first tested the method and my own use of 
great credence. The results have been expressed |it by making observations on six animals fed 
in terns of ‘‘gastrie motility,’? a rather vague the notato-bismuth mixture without the addition 
expre-sion which properly means the activitv of of alcohol. The following figures. representing 
the st: mach wall in museular contraction. Gas-| in centimetres the aggregate length of the food- 
tric i eristalsis is only one of the elements of | masses in the small intestines in these cases at 
gastric discharge, however, because peristalsis is| the times indicated, are the results secured : 
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Hours After Feeding. ly 1 2 3 4 
March 6—Cat 1... 125 240 415 20.0 18.5 
Mareh 6—Cat 2... 110 285 35.0 18.5 11.5 
March 25—Cat 3... 195 25.0 412 245 18.0 
Mareh 25—Cat 4... 10.7 275 3874 30.0 23.0 
March 25—Cat 5... 170 224 39.0 24.0 19.5 
March 25—Cat 6... 14.0 23.0 42.0 40.0 55.0 
Average...... 14.0 242 395 26. 20. 


No more than six cats were observed in this 
test series because the figures from the different 
animals agreed so well and _ because the 
average figures obtained by me were so hear 
those obtained by Cannon (14, 24, 39.5, 26, and 
20 em. as compared with Cannon’s 10, 31, 42, 25, 
and 21.) 

In the experiments with alcohol the commer- 
cial 95 per cent. aleohol was employed, though 
in some of the tests a lower percentage (37 per 
cent.) was made by dilution with distilled water. 
In order to avoid loss by evaporation the alco- 
hol was always added to the potato-bismuth 
mixture just before it was fed to the animals. 
It was added in two strengths—6 ee. of 37 per 
eent., and 5 ee. of 95 per cent. The latter com- 
bination was less cohesive than the former, and 
there was a tendency for fluid to separate out 
from it. It was stirred thoroughly just before 
being put in the syringe, and the syringe was 
emptied at once. 

The weaker mixture (6 ec., 37 per cent., or 
about 0.7 ec. per kilo) produced no striking 
symptoms. There was oceasionally a slight un- 
steadiness in the feet. or perhaps some increase 
in irritability, as manifested by greater excite- 
ment while on the holder and under observation. 
But this was hard to judge. The stronger mix- 
ture (5 ec., 95 per cent., or about 15 ee. per 
kilo) rapidly caused extreme intoxication. A 
staggering gait, which appeared soon after the 
feeding, was followed by quietness, and later, 
after an hour or two, by stupor. The stupor 
was accompanied by shallow and, as a rule, slow 
respiration. In no case did an animal die from 
the intoxication. 

The rate of passage from the stomach of the 
potato-bismuth mixture to which 6 ce. of 37 per 
eent. aleohol had been added is shown by the 
following figures and also graphically by the 
dashline in Fig. 1: 


Hours After Feeding. 


% 
March 4—Cat 1 22 38 62.5 HO 38 
March 11—Cat 2 29.5 39 49 45.5 SAB 
March 11—Cat 3 25 39 5S 45.5 43.5 
March 17—Cat 4... 18.5 34 48 39 28.5 
March 17—Cat 5... 20 28 48 37.5 37.5 
March 17—Cat 6... 19 3h 485 36.5 38 
Average...... 21 35.55 52.5 425 36 


Like the normal records for mashed potato 
these records show a maximal number of centi- 
metres of the food in the intestines at the end of 
two hours, but the maximum number is 52.5 
instead of being in the neighborhood of 40 em. 
The increase is notable even at the end of a half 
hour; 21 em. is 50 per cent. higher than the 
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average figure for normal conditions (14 em,), 
and the figure for an hour is likewise about 50 
per cent. above the normal. This relatively small 
amount of alcohol, therefore, has distinctly an 
accelerating effect on the rate of gastric dis- 
charge and produces a higher maximum than 
the normal. 

I noticed that the gastric peristaltic waves 
were deep and vigorous. In most cases at the 
end of three hours no residue remained in the 
stomach. 

When the stronger alcohol (5 ce. of 95 per 
cent.) is added to the potato-bismuth mixture 
the aggregate length of the food-masses in the 
intestines at the times designated was as fol- 
lows (see also the dotted line, Fig. 1) : 


50 ~< 
/ 
4 
40 
\ 
/ \ 
5 
20 7 
10 
0 % 1 2 3 4 
Hours 
Fig. 1 
Hours After Feeding. 1 2 3 4 
March 9—Cat 1... 0 295.5 36.5 43 
sa 5 20 22 28.5 
5.5 23.5 40 44 
16 88.5 465 45.5 
April 3 15.5 25.5 
65 225 32 29 


April 10 


° 
° 


- 


Average...... 2 9 24 38 


As the figures show, eight of the eleven ani- 
mals reveal no gastric discharge at the end of a 
half-hour, and in three nothing had left at the 
end of an hour. In four other eases on which 
observations had to be stopped because of a 
breakdown of the apparatus, three had no gas- 
tric discharge at the end of a half-hour, and 
the fourth had only 5.5 em, of intestinal con- 
tent. There is a good deal of variation in the 
different cases, but the average figures show a 
slow initial discharge and a gradual rise to 4 
maximum at the end of three or four hours. 
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These results are in contrast to those obtained | 
either under normal conditions or after giving 
a smaller amount of alcohol (see Fig. 1). Peri- 
staltic waves when evident were shallow and 
feeble, and in some of the animals there was 
present in the stomach at the end of four hours 
a considerable amount of food. 

Cannon has brought forward evidence thai 
gastric discharge is normally dependent on the 
development of an acid reaction in the contents 
near the pylorus and a subsequent interplay be- 
tween effects of acid on either side of the pylo- 
rus, acid on the stomach side opening and on 
the duodenal side closing the orifice.” It has 
been observed that moderate amounts of alcohol 
stimulate the secretion of gastric juice.’ The 
more rapid expulsion of gastric contents when 
the weaker aleohol was used may have been due 
not only to a more vigorous peristalsis, but also 
to a more prompt acidulation of the contents. 
The retardation of the output when the stronger 
alcohol was employed was likewise, in all proba- 
bility, due to effects on both peristalsis and 
secretion. The profound influence of the 
stronger alcohol on the central nervous system 
indicates that the nerves ofethe gastric wall, and 
possibly also the muscle fibres, were similarly 
affected, and the weakness of the peristaltic 
waves (when any were seen) supports that sup- 
position. Pavlov has shown that strong alcohol 
causes an abundant secretion of mucus, neutral or 
faintly alkaline in reaction.© On the basis of 
an acid control of the pylorus, therefore, as well 
as on the assumption of an intoxication of the 
gastric neuromuseulature, it is easy to under- 
stand how the stronger alcohol mixed with the 
food produced so marked a slowing of gastric 
discharge as was seen in these observations. 
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BLOOD TRANSFUSION IN THE GREAT 
WAR.* 


Ry Rem Morrison, M.D., Boston, 
Assistant in ‘Anatomy, Harvard Medical School. 


[From (he Twenty-second General Hospital, British 
Force, France, Harvard Second Sur- 
fleal 


Ix military. as well as in civil surgery, blood 
transfusion holds an important position. It is 
accepted by most surgeons to be the best treat- 


ment for hemorrhage and surgical shock. I wish 
to emphasize the value of blood transfusion in 
severe secondary. hemorrhages, associated with 
septic gunshot wounds, so commonly seen in 
military surgery. 

During our service at this base hospital in 
France, several severe secondary hemorrhages 
were encountered, usually from infected shrap- 
nel wounds of the extremities. 

These patients lad lost a good deal of blood, 
at the time of the initial injury, and as a re- 
sult, had a low percentage of hemoglobin. They 
presented the pale, sometimes yellowish color of 
anemia, with the anorexia and general debility 
which would be expected in such eases. The 
temperature was subnormal, or slightly elevated, 
with more or less rapid pulse, of poor quality 
and volume, due to lowered blood pressure. 

Secondary hemorrhages often occurred spon- 
taneously, or on the removal of gauze packing 
in wounds near, or involving the main blood 
vessels. After repeated losses of blood, particu- 
larly in amputations of the arms or legs, the 
patient’s blood appeared very watery, not tend- 
ing to coagulate. The granulation tissue was 
very pale and boggy, all the more so when hy- 
_pochlorous solution was used as a dressing. The 
bleeding point sometimes could be snapped, and 
tied, more often a general, continuous ooze per- 
sisted, despite gauze packing. 

_ Severe hemorrhage repeatedly occurred from 
the use of more or less rigid, large, rubber 
drainage-tubes, which had been put in at the 
front, either spontaneously, from erosion of the 
blood vessel walls, or on the removal of the 
drain. Large, pliable, cigarette wicks of gutta- 
percha tissue, wrapped around gauze, were 
mainly used by us, fer drainage, in these in- 
feeted wounds, involving areas where there were 
blood vessels of any size. 

The general routine treatment for shock and 


phine sulphate, one-quarter of a grain, subeu- 
taneously, every four hours, as needed, obtained 
rest and quiet. The foot of the bed was ele- 
vated, if the pulse was high. If there was no 
vomiting, nourishment in the form of eggnogs 
custards, milk, champagne, or the less valuable 
soups, meat extracts, ete., was prescribed freely. 
In case of nausea, enemata of twenty per cent. 
glucose, of six ounces each, were given. 

Normal salt solution, in lieu of blood, or in 
conjunction with blood transfusion, may be 
given subeutaneously, usually under the breast, 
although the intravenous method is quicker. 
This raises the arterial tensidn, and replaces the 
lost fluids of the body tissues. Too much fluid 
should not be injected, because it may overtax 
the heart; furthermore, salt solution does not 
inerease the coagulability of the remaining blood. 
Rectal tap water may be given drop by drop, or 
in the form of enemas. 


ne: Boot at meeting of the East Boston Medical Society, Septem- 


Many of the English medical officers insisted 
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that biood transfusion had no advantages over 
normal salt solution, and they placed much 
stress on the possible occurrence of hemolysis, 
and the transmission of venereal, or other dis- 
ease, to the recipient. 

Any of the many hemolysis tests may be made, 
if one has the available time and apparatus. 
If the result is negative, well and good; but if 
positive, hemolysis may occur, although it must 
be borne in mind that the test is made under 
very abnormal conditions, and the reverse of 
the test may take place in the body. 

The Wassermann test, with a negative history 
and physical examination, may rule out syphilis, 
but in our hospital, few patients had had a Was- 
sermann test, because convoys were coming and 
going continually, so that there was little time 
or opportunity to make them. 

The following typical emergency cases had 
neither hemolysis or other blood tests made, on 
account of lack of time and facilities. Healthy 
looking donors, who denied having had venereal, 
or other disease, were accepted, and small 
amounts of blood were transfused by the in- 
direct, vein to vein method. The Kimpton- 
Brown two hundred and fifty cubic centimeter 
glass tubes were used, coated with Vincent’s 
stearin, paraffin and vaseline mixture, consisting 
of one part of stearin to two parts each of par- 
affin and vaseline. 

If the patient shows no evidence of hemolysis, 
repeated half-pint doses may be given. 

Sterile water or normal salt solution may be 
used as a coating for the tubes, but the clotting 
of blood is delayed much longer by the paraffin 
mixture. 

Blood transfusion was done in the following 
ease, both for repeated hemorrhages and to 
enable the patient to stand the shock of ampu- 
tation. 


Lance Corporal G. F., 2765, of the Fourth Gordon 
Highlanders, twenty-two years of age, was admitted 
to the Twenty-second General Hospital on May 3, 
1916. He received multiple gunshot wounds of the 
right leg, on May 1, 1916, while in the front line 
trenches, and on transfer to the Casualty Clearing 
Station, he collapsed from loss of blood and shock, 
The femoral artery and vein were tied off, just above 
Hunter’s canal, where they were injured. On May 
8, 1916, he was transferred to the ambulance train, 
and admitted to this hospital at 10.30 p.v.. in Ward 

9 


May 4, 1916. Dressings removed, and_ septic 
lacerated wound eight inches long on inner aspect, 
right upper leg, found packed with gauze. Similar 
deep wounds six inches long, on anterior and pos- 
terior aspects of right lower leg, also packed with 
gauze. The gauze Was removed from the wound of 
the upper leg, and chlorinated soda dressing ap- 
plied. The packing was removed from the wounds 


of the lower leg, resulting in profuse hemorrhage 
from both wounds, not controlled by packing. The 
anterior and posterior tibial arteries were tied, after 
enlarging the wounds, and a chlorinated soda dress- 
ing applied. Eighteen ounces of normal salt solu- 
tion were given subpectorally. 


Multiple septic shrapnel wounds of the back and 
loins were dressed with chlorinated soda solutioy. 

The general physical examination was negative, 
except for marked anemia. 

May 5, 1916. Right leg cold, evidently no cirey- 

lation of blood. General condition poor. Urine 
negative. Patient takes fair amount of nourish- 
ment. 
May 6, 1916. Right leg blue, mottled, cold. No 
pulsation of dorsalis pedis artery. Wounds very 
septic, discharge foul, despite frequent dressings. It 
was thought advisable to amputate at mid-thigh, by 
the surgeon-in-chief, Dr. W. E. Falkner. 

With his consent, in order to combat shock, and 
prevent further bleeding, two hundred and _ fifty 
cubic centimeters of blood were transfused by me 
from Private 8S. H., a bomb-thrower of the Twelfth 
King’s Liverpool Regiment, who generously offered 
his blood for his comrade. 

Local anesthesia, with one-half per cent, novo- 
cain, was used, after the antecubital fossa and sur- 
rounding skin had been shaved, scrubbed with soap 
and water, and alcohol. One inch of the median 
basilic vein of both donor and recipient was isolated 
by blunt dissection with scissors, after incision of 
the skin along the anesthetized area. Two strands 
of catgut were slipped under the vein of each pa- 
tient, one to control the flow of blood, and the other 
to tie off the vein, proximally for the donor, and 
distally for the recipient. 

We do not like to use a tourniquet, as the assist- 
ant may forget to remove it, in which event no 
blood can be foreed past it. 

The veins are opened by sharp scissors, or knife, 
cutting half way through them, the flow of blood 
being controlled by an assistant lifting gently on 
the catgut strand. A gauze sponge, moistened with 
salt solution, is placed over the recipient’s wound, 
until the blood is transferred from the donor. The 
sterilized tubes, coated with the aid of an alcohol 
lamp, or Bunsen burner, with the paraffin mixture 
in aseptic hands, is inserted in the donor's vein. 
pointed away from the heart. His blood pressure, 
aided by flexing and extending the fingers, fills the 
tube with blood. If difficulty is experienced in in- 
serting the tube, small right-angled forceps or little 
hooks make useful vein openers. If the blood does 
not flow readily, altering the position of the tip 
of the tube facilitates the flow, for the tip may be 
pushed against a valve in the vein, or against the 
vein wall too tightly. 

When the desired amount of blood is in the tube, 
it is removed from the vein, and the assistant lifts 
the catgut gently, stopping further flow. Care 
should be taken to prevent loss of blood from the 
tube, by holding one finger over the cork stopper, 
which falls out readily if the tube is tilted to one 
side, and placing another finger over the right- 
angled branch of the tube, during transfer to the 
recipient. The tube is inserted in the vein toward 
the heart, and a sterilized cautery bulb is used to 
drive the blood in slowly by air pressure. Air em- 
bolism is to be avoided, by removing the tube from 
the vein before all the blood has been driven out. 
The veins are tied off doubly. and excised between 
ligatures, and the skin sutured. 

This transfusion brought the patient’s pulse down 
to 100, improved its quality, and gave a pink color 
to his cheeks. 

A tourniquet was then applied to the right upper 
leg, and a mid-thigh amputation, by transfixion. 
was quickly done under primary ether. The flaps 
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were not sutured, the blood vessels were tied, and 
chlorinated soda dressing applied. One pint of 
calt solution was given subpectorally. 

The patient withstood the shock of the operation 
very well, and had no more hemorrhages. 

Three days after operation, he developed a viru- 
lent streptococcus septicemia, as shown by blood 
eulture. He was given one hundred cubic centi- 
meters of one-half per cent. Eusol solution, in- 


travenously, without effect one way or another. He) . 


ran a septic temperature, and died suddenly on the 
tifth day after operation. No autopsy. 


The donor of this transfusion was chosen par- 
ticularly, because he had a healing granulating 
wound of the back, caused by shrapnel, and it 
was thought that his blood would contain anti- 
bodies favorable for the recipient. 

The following case is a typical one of second- 
ary hemorrhage. I demonstrated this method 
of blood transfusion at Canadian Number One 
General Hospital, on the invitation of their sur- 
geous, 


The patient, Lance Corporal W. E. S., 1288, of the 
Tenth Royal Fusiliers, age thirty-three, was ad- 
mitted to that hospital two days previously, with 
amputation of the right lower leg, for gas bacillus 
gangrene, and gunshot wounds of the left hip and 
knee. He had previously had several severe hemor- 
rhages from his wounds, and he was very anemic. Two 
hundred and fifty cubie centimeters of blood were 
transfused from Private L. J. S., 21299, of the 
Eighth Border Rifles. The recipient had two septic 
wounds of each elbow, involving the median basilic 
and median cephalic veins, due to salt solution being 
injected intravenously at the front, so we had to use 
the cephalie vein high up in the upper arm. 

The patient’s general condition was improved, and 
he had no more hemorrhages, Three weeks later, I 
saw both donor and recipient, and both were doing 


well. The donor in this case was admitted for bron- 
chitis. 


The blood of a member of the patient’s family |. 
is preferable to a stranger’s blood, but hemoly- 
sis may oceur when two children of the same 
parents are transfused, so one need not hesitate 
about using a healthy stranger’s blood, in small, 
and if necessary, repeated doses. 

Hemolysis is rare, and even if it does occur, 
a small amount of blood, as half a pint, is not 
overwhelming. If no hemolysis occurs, that 
amount of blood may, and usually does, stop 
further bleeding, and under favorable condi- 
tions the dose may be repeated, if indicated. 

The transfusion of blood not only tends to}; 
stop hemorrhage, but at the same time furnishes 
a highly concentrated form of nourishment, and 


in mv opinion should be employed more fre- 
quently, 


UNDESCENDED TESTICLE CHIL- 
DREN.* 


By C. G. Mrxter, M.D., Boston. 


THE testicle normally descends into the sero- 
tum during the eighth month of intrauterine life. 
As it passes from the abdomen down the ingui- 
nal canal to the scrotum, it lies in a process of 
peritoneum, the processus vaginalis that be- 
comes obliterated by fusion of its surfaces, leav- 
ing a closed sae at the lower end in which the 
testis lies, the tunica vaginalis. If, however, the 
testicle fails to descend, fusion does not take 
place. The undescended testicle, therefore, is 
accompanied by a congenital hernia. Though 
merely a matter of degree, the undescended tes- 
ticle can be described for convenience as lying 
intra-abdominally, within the inguinal canal or 
at the external inguinal ring. The scrotum is 
always shrunken and rudimentary. 

In performing any plastic for the relief of 
this condition, the essential factor is to obtain a 
sufficient length of cord to permit the testicle to 
rest easily in the scrotum without tension. It is 
much easier to secure sufficient length of the 
vas than of the spermatic vessels. For this 
reason complete section of the spermatic vessels 
has been advised by Bevan in cases where the 
testicle cannot be brought readily down into 
the scrotum. The accompanying vessels of the 
vas he considers will suffice to nourish the tes- 
ticle. 

In the past 3 vears, 30 operations have been 
performed for the relief of this malformation 
at the Children’s Hospital. In 7 cases the con- 
dition was bilateral ; in 9, the right, and in 7, the 
left side was affected. In 3 cases the testis was 
intra-abdominal. In 19, it lay within the in- 
guinal canal, and in 8 cases it was just outside 
the external inguinal ring. In 2 cases, atrophy 
was noticed at the time of operation. In 1, the 
testicle was enlarged and thought to be tubereu- 
lar, and there was an accompanying tubercular 
peritonitis. The age at operation was: under 2 
years, one case 20 months old; between 2 and 6 
years, ten cases; between 6 and 12 years, 12 
cases. 

The late result of operation was ascertained 
in 26 instances—4 cases failed to report. The 
two cases in which atrophy was noted at opera- 
tion, showed no improvement in the develop- 
ment of the testicle, although the organ remain- 
ed in the scrotum. There was atrophy in 8 
eases following operation. Interference with 
the enervation of the testicle has been suggested 
as a cause of atrophy following operation, but 
nothing to substantiate this view could be de- 
duced from the operative records of these cases. 
The age at operation had no bearing on the oc- 
currence of atrophy, it being no more frequent 
in the younger group than in the older in this 
series. The one factor present in every in- 
stance where atrophy occurred, was an interfer- 
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ence with the spermatic circulation at operation. 

These eases can be divided into 3 groups; In 
one, all the spermatic vessels were cut at opera- 
tion to facilitate the placing of the testicle in 
the scrotum. In the second, a portion of the lesser 
vessels were divided and the 3 or 4 main trunks 
were left. In the third, the vessels were left in- 
tact—ile latter group comprises 15 operations. 
Of 14 cases reporting there was no occurence of 
atrophy following operation. There were 5 in- 
stances of partial division of the vessels. One 
case did not report and in one case there was 
post-operative atrophy. The vessels were com- 
pletely divided in 9 cases; 7 cases reported and 
in every instance there was marked atrophy. In 
all the testicle was soft and no larger than a 
bean. At one operation the testicle could not 
be brought down and was replaced within the 
abcomen., 

There were 4 cases of bilateral undescended 
testicle in which section or partial section of the 
vessels had been performed on one side and the 
vessels left intact on the other side. Three re- 
ported and in every case the testis was atro- 
phied on the side where the vessels were cut; 
while where the vessels were left intact, the tes- 
ticle developed normally. In the fourth case the 
time since operation has been too short to make 
the cbservation of value. 

At the risk of repeating what is already fam- 
iliar to you, with perhaps the exception of cer- 
tain minor points of technic, I will briefly 
outline the steps of the operation I have found 
will best conserve the spermatic vessels and give 
adequate length to the eord. 

A liberal hernia incision is made and the 
external oblique aponeurosis is split. The her- 
nia sac is separated from the cord and a tunica 
formed about the testicle from its lower end. 
The testicle should not be handled unless coy- 
ered by its tunica. Trauma of the unprotected 
testicle is the usual cause of the excessive swell- 
ing that sometimes follows this operation. A 
bed is prepared in the serotum. The hernia sae 
is transfixed and tied at the internal ring and 
excised. Traction is made by the tie on the 
peritoneal stump and by blunt dissection, the 
peritoneum covering the vessels as they pass 
upward and backward is freed along the pos- 
terior abdominal wall. Preferably this is done 
by finger dissection. By gentle pull on the tes- 
ticle, the fibrous bands holding the vessels are 
hrought into view and torn across. The separa- 
tion is carried on as far as the finger can reach. 
All of the cremaster muscle and fibrous tissue is 
excised, leaving simply 4 or 5 spermatic trunks 
in the inguinal eanal free from the vas. The 
latter is similarly freed from peritoneum where 
it turns downward and backward into the pel- 
vis, and the transversalis fascia, whose upper 
margin forms a pulley over which the vas hooks, 
is ineised downward as far as the deep epigas- 
tric artery. This will unquestionably lengthen 
the vas sufficiently. Should the vessels still pre- 


vent the testicle from lying without tension in 


the scrotum, gentle traction on the testicle will 
show which of these trunks are under the great- 
est strain and one or two of these may be tied 
and eut. A temporary suture is then placed 
through the tunica and passed out through the 
bottom of the scrotum and clamped to the oper- 
ating sheet to hold the testis in position during 
closure. Purse string sutures around the up- 
per part of the scrotum are unnecessary. The 
hernia is repaired without transplantation of 
the cord. 

During the last 3 years, I have followed this 
procedure in 23 operations. The testicle was 
brought down into the scrotum without saverifie- 
ing the spermatic vessels in 17 instances. One 
case has not reported, in one atrophy was noted 
at operation and still persists, and two opera- 
tions have been done within the last month and 
should not be enumerated. In the remaining 13 
cases there has been no atrophy and the testicle 
was found movable and in the scrotum at ex- 
amination. In 4 instances partial resection of 
the vessels was done. Atrophy was found at 
operation in one; the condition is unchanged. 
Atrophy followed operation in one ease. In the 
other two instances there has been no atrophy; 
the testicle having been intra-abdominal in one of 
these. In two cases the spermatic vessels were 
completely divided. I do not now consider that 
the procedure was essential or justifiable in 
these cases. Both show marked atrophy. 

The results obtained in the younger children 
in this series were as good as in the older chil- 
dren, both in regard to the position of the testis 
in the scrotum and in the presence or absence of 
atrophy. 

Preferably operation may be performed at 
any time after 3 years. Should beginning 
atrophy from pressure be noted, however, early 
operation should be advised. If the hernia gives 
rise to symptoms a plastic can be done in in- 
faney and a good result may be expected. 

I have considered the results in these cases 
satisfactory as long as there was no atrophy and 
the testicle remained in the scrotum, without 
attempting to differentiate between the instances 
where the organ lay in the lower or upper 
quadrant of the scrotum, as in either position 
it was not exposed to trauma or subject to pres- 
sure. In no ease has there been a recurrence of 
the hernia. 

The testicle in childhood requires a free cir- 
culation for normal development. A_ plastic 
operation by which the undescended testicle 1s 
placed in the scrotum without impairment to the 
circulation will be followed by normal growth. 
Where partial resection of the spermatic vessels 
is necessary, atrophy may or may not ensue. 
Complete section of the spermatic vessels has 
been invariably followed by atrophy in this 
series of cases, the blood supply from the artery 
of the vas being insufficient to nourish the de- 
veloping testicle. This operation should be re- 
sorted to in children only under exceptional 
circumstances. 
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THE MECHANISM OF THE PROTECTION 
AFFORDED BY THE DRAINAGE OF 
PROSTATICS AS A PRELIMINARY TO 
OPERATION.* 


A CONSIDERATION OF THE PRODUCTION oF Im- 
MUNITY. 


By Casot, M.D., Boston, 


Chief of Genito-Urinary Department, Massachusetts 
General Hospital, 


AND 
GRANVILLE CRABTREE, M.D., 


Assistant Genito-Urinary Surgeon to Out-Patient 
Department, Massachusetts General Hospital. 


No diseussion is necessary to establish the 
now generally accepted view that the custom of 
preliminary drainage before operations for pros- 
tatic obstruction has been an important factor 
in reducing the mortality. Much _ obscurity, 
however, surrounds the reasons for the benefit 
thus produced and it is with this subject that 
we are here concerned. The importance of pre- 
liminary drainage is by no means equal in the 
various classes of cases presenting themselves for 
operation. It will probably be generally admitted 
that preliminary treatment, of which drainage 
is the most important constituent, is most 
essential in the class which comes to us with 
the largely over-distended bladder, sometimes 
stretched to the point of overflow, but in whom 
infection has not yet occurred. We all of us 
remember the dreadful mortality which accom- 
panied the attempt to empty the bladder and 
remove the obstruction immediately upon com- 
ing under observation. It is notorious that 
these cases did badly from the start and died 
generally with the symptom-complex which we 
somewhat loosely calluremia. Perhaps the next 
most lethal proceeding wasito operate at once 
upon those cases with a moderate residual of from 
6 to 12 ounces and astill uninfected urine, while 
immediate operation was least hazardous in 
those cases with a moderate residual thoroughly 
infected and best typified by the patients who 
had for some time been leading the so-called ea- 
theter life. The extremes are represented by 
the over-distended uninfected bladder and the 
thoroughly infeeted but regularly emptied blad- 
der enjoying a eatheter life. 

We shall perhaps approach the question in 
the most orderly fashion if we inquire what 
benefits are produced by the preliminary drain- 
age which we now institute, and why these bene- 
fits acerue. The effects appear to us to be the 


result of two factors: 1. Relief of the so-called 
back pressure,’’ with the equalization of the 
kidney circulation thus resulting, and 2. Infee- 
tion whieh, though long believed to be chiefly a 


_ Kead at a meeting of the New England Branch of the American 
Urological Association, held on Nov. 30, 1915. 


cystitis, is now generally regarded as in fact a 
pyelonephritis. This infection is not absolutely 
inevitable and there are doubtless a certain 
number of cases which, under the methods or- 
dinarily employed, we believe to be small, in 
which the process of emptying the bladder and 
restoring the equilibrium of the kidney is ear- 
ried through without infection. This is, how- 
ever, certainly the exception, not the rule, and 
we are therefore chiefly concerned with the ma- 
jority of cases in which infection of a more or 
less serious degree occurs. It has been our ex- 
perience that infection is most difficult to avoid 
in the cases with over-distended, uninfected 
bladders and that the probability of infection 
is increased rather than diminished by the pres- 
ence of the inlying catheter. The patients in 
whom it is most frequently possible to avoid in- 
fection are probably those with a moderate re- 
sidual, still uninfected, whose  urethrae are 
readily passable to instruments and who ean 
therefore be managed by the process of inter- 
mittent catheterization. 

Now it must be evident that the relief of back 
pressure upon the kidney and the infection of 
the kidney, which so commonly accompanies this 
process, both will affect the kidney function, and 
as kidney function is the most accurate measure 
of the margin of safety which these patients en- 
joy, we can most accurately estimate the effect 
of these conditions upon the patient’s health by 
studying its effect upon his renal function. For 
the purpose of studying the changes in kidney 
function we have employed the phthalein test 
and, though recognizing its limitations, continue 
to regard it as on the whole the most useful 
measure of kidney function. Lumping together 
for the moment all the cases with residual urine 
treated by drainage, whether that residual be 
large or small, infected or uninfected, drainage 
produces, generally speaking, a drop in funce- 
tion, an intermediate period in which function 
remains more or less low, and a return frequent- 
ly to a point somewhat below the original level 
but sometimes equalling, or even exceeding, it. 
(Figs. I, II and III and IV). The greatest fall 
in function is to be expected in the eases of re- 
cently over-distended, uninfected bladders, 
while the least reaction is undoubtedly seen in 
the cases with a moderate infected residual. The 
very great drops occasionally seen in patients 
with over-distended, uninfected bladders, we be- 
lieve to be due to a composite process, part of 
the drop being due to the relief of pressure, with 
consequent acute congestion of the kidney, and 
another perhaps equal amount due to acute pye- 
lonephritis. Some _ difficulty may be exper- 
ienced in assigning the proper proportion to 
each of these factors, but we can arrive at an ap- 
proximate estimate of it by studying the cases 
in which only one of these factors is operative. 
We have been able to study a small group of 
over-distended, uninfected bladders which were 
successfully emptied and brought to excretory 
equilibrium without the intercurrence of infec- 
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Fic. V. A man of 76. Admitted to the hospital 
Nov. 8, 1915. Private patient of Dr. Cabot. Diag- 


Adenomatous prostate with uninfected residual 
Preliminary vaccination. 
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of 18 ounces, 


tion. Such eases are typified by the chart present- 
ed in Fig. V. In this ease, a eareful bacterio- 
logical study of the urine showed entire absence 
of infection from the start to finish. It will be 
noted that the fall was over 50% but that it 
never reached very low figures and rather 
promptly returned to something like the origi- 
nal level. With this we should compare the 
cases of pure pyelonephritis without organic ob- 
struction, such as are seen in the early months 
of pregnaney or immediately after confine- 
iment. Fourteen such cases are charted in com- 
posite Fig. VI. As they entered the hospital 
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Fic. VI. A composite chart of 14 cases of p 
lonephritis in women, all, save four, associated with 
pregnancy, showing excretion of phenolsulphoneph- 
thalein for two hour periods. The beginning of the 
curve represents the average output of phenolsul- 
phonephthalein during disease. The end of the curve 
ceaal the average output at the time of the pa- 
tients’ discharge from the hospita 


with an active pyelonephritis, the low function 
at the first test may be taken to represent the 
average effect of the disease, while the rise to 
time of discharge represents decline of paren- 
chymatous involvement. 

W ith these two factors thus more or less defi- 
nitely understood it is possible to see why the 
vreatest drop should occur in the over-distended, 
uninfected (Figs. I and IT) and why there may 
be little or none in the moderately distended in- 
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Fic. VII. A man of 66. Hospital No. 
189020. Diagnosis: Adenomatous prostate 
with infected residual. Patient has led a 
catheter life. 


fected (Fig. VII). In the former case, two 
factors, both tending to reduce kidney function, 
become operative at somewhere nearly the same 
time, the congested kidney with diminished 
function being further submerged by the inter- 
currence of a pyelonephritis. On the other hand, 
the patient with an already infected urinary 
tract is exposed only to the drop of function re- 
sulting from what one may call decompression. 
He is, we believe, protected from an intercur- 
rent pyelonephritis by the immunity which he 
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has established as the result of a previous infec- 
tion (Fig. VII). This, we believe, accounts for 
the notoriously better results of emergency oper- 
ations upon patients leading a catheter life, 
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We are now in a position to estimate the 
causes operating through the kidney to pro- 
duce the high mortality before the days of pre- 
liminary drainage. In the worse cases (the 
over-distended, uninfected) these patients were 
asked to survive three more or less lethal as- 
saults all of them operating to depress kidney 
function and attacking them at substantially the 
same time, namely, decompression congestion, 
operation and pyelonephritis, with no previous- 
ly established immunity. Drainage has had the 
effect of separating these three factors in point 
of time so that the decompression comes first, 
the pyelonephritis comes second and these two 
being survived, the operation comes third. This 
not only has the eminently desirable result of 
enabling a considerably larger number of pa- 
tients to survive but the also not undesirable 
corollary that should the patient fail to survive 
the first two catastrophes, he is not added to 
the burden of the statistic-worshipping surgeon. 

Now there is one of these three factors to 
which less attention has been paid than we be- 
lieve it deserves, namely, the intercurrent pyelo- 
nephritis. The decompression congestion can 
hardly be avoided, at least to some degree, the 
details of the operation have commanded the 
attention of the most eminent, but the important 
kidney infection has been too much regarded as 
an unavoidable catastrophe. During the past 
vear we have concerned ourselves extensively 
with the nature of pyelonephritis and its effect 
on function. The process which we here term 
pyelonephritis is that commonly referred to in 
medical literature as pyelitis. This we believe 
to be a misnomer, though the pathological ma- 
terial for the formation of an opinion is by no 
means plentiful, since the disease is not com- 
monly fatal. The term pyelitis has been loosely 
applied to a group of cases whose chief symp- 
toms are bladder irritation, pus in the urine, fe- 
ver and varying degrees of costovertebral ten- 
derness, This picture is practically always pro- 
duced by infections with the colon bacillus, 
though it may possibly be produced by other 
organisms. From evidence already presented 
by one of us (E. G. C.) we believe it to be 
relatively clear that this is an excretory type 
of infection, by which we mean that the 
lesion oceurs in the attempt by the kid- 
ney to get rid of colon bacilli circulating in the 
blood. Under reasonably normal conditions this 
feat is generally successfully performed and the 
kidney suffers no damage. Under conditions at- 
tended by renal congestion successful excretion 
often fails and kidney infection oceurs. We 
base our opinion that this condition should be 
regarded as a pyelonephritis and not a pyelitis, 
largely upon the evidence of the marked depres- 
sion of kidney function which accompanies it. 
We see no reason to believe that infection of the 
renal pelvis alone can produce any such effect on 
function as is here observed and there is a mod- 
erate amount of pathological evidence to show 
that the lesion is not simply one of the pelvis. 


A case under our observation bears directly 
upon this question. The patient was a ‘‘pros- 
tatic’’ with a typical intercurrent kidney infee- 
tion in which the colon bacillus was reclaimed 
first from the blood and later from the urine, 
and who died shortly after operation of hemor- 
rhage and streptococcus septicemia. The kid- 
neys showed a very moderate lesion of the type 
known as cloudy swelling, most marked in the 
convoluted tubules, with a still early but micro. 
seopically well marked pyelitis. In this pa- 
tient a previously good renal function was de- 
pressed 20 points by the kidney infection, which, 
nevertheless, left but very moderate evidence of 
damage. To this might be added several other 
less fully studied cases whose clinical course en- 
titles us to believe that they had similar lesions. 

The striking fact about these cases of pyelo- 
nephritis is the amount of the effect on the kid- 
ney function as compared with the apparent 
lesion. In fact they are likely to be passed by 
the pathologist as substantially normal unless a 
careful study be made of the tubular area. This 
discrepancy may be explained by the fact that 
the phthalein excretion is perhaps carried on 
chiefly by the convoluted tubules and that a 
comparatively mild lesion of this area will have 
relatively striking functional effects. We de- 
sire also to draw attention to the fact that the 
permanent lesion, where such occurs, is chiefly 
in the renal pelvis where, in persistent cases, a 
chronic catarrhal pyelitis remains, giving rise to 
the persistent bacilluria and being the source 
from which recurrent invasions of the kidney, 
chiefly in its interstitial portions, occur. 

The next important question which we are 
required to discuss is the mode of entrance of 
the bacilli into the circulation, having regard 
only to this particular group of cases. As tend- 
ing to show that these infections are of hema- 
togenous origin we submit the evidence already 
reported by one of us (E. G. C.) that blood 
cultures in these patients with prostatic obstrue- 
tion on constant drainage are positive for the 
colon bacillus in a proportion of eases about 
equal to that occurring in typhoid fever, in 
which the infection is admitted to be of hema- 
togenous origin. It is further to be noted that 
positive cultures are much more likely to be ob- 
tained when the blood is taken at the onset of 
the attack and that cultures taken at a subse- 
quent period are more likely to be negative. In 
these cases it is obvious that the organism 1s 
most likely to enter the blood from some por- 
tion of the lower urinary tract and that of tliese 
structures the prostate is the most probable of- 
fender. Examination of the prostates removed 
from patients who have been on constant drain- 
age shows clear evidence of an acute prostatitis 
and the large blood supply of this organ is such 
as to render absorption probable. Moreover, 
clinically, irritability of the prostate is not 1n- 
frequently observed at the time of onset of the 
kidney infection, which at least suggests that it 
bears a causal relation. Obviously both the 
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bladder and the urethra may undeniably be 
sources of supply; the bladder, because it has 
been decompressed, is congested, frequently in- 
fected and not infrequently injured, while the 
urethra is almost invariably the site of a trau- 
matic urethritis. Which one of these three 
possibilities is operative in any given case may 
be difficult to decide. 

This briefly expresses our view of the nature 
of the pyelonephritis which, as we have already 
pointed out, is the most important avoidable in- 
cident of the preliminary drainage in cases of 
prostatic obstruction. We believe it to be rela- 
tively clear that the effect upon the kidney of 
the decompression is rarely in and of itself a 
factor of first class importance. The infection 
appears to us to be the most weighty considera- 
tion and we have come to believe that the chief 
benefit resulting from preliminary drainage in 
these cases is the immunity to pyelonephritis as 
a complication of the operation, which immuni- 
ty is conveyed by the pyelonephritis resulting 
from drainage. In a word, the chief benefit of 
drainage to the patient is infection, not because 
the infection is desirable but because the immu- 


nity which therefrom results gives him a se- |. 


curity which it has not been possible to obtain 
in any other way. That this immunity is of 
short duration seems probable from the fact that 
patients with a chronie pyelonephritis notably 
suffer from relapses of the nephritis element at 
longer or shorter intervals, 

If now it is believed that our contention on 
this point is of substantial soundness the foun- 
dation has been laid for the understanding of 
our further proposition, namely, that it may be 
possible to produce immunity to pyelonephritis 
in these patients by a method less violent than 
the actual production of the disease. It has 
been amply demonstrated that a considerable 
degree of immunity to the typhoid bacillus can 
be produced by what is known as vaccination. 
The relation between the typhoid and the colon 
bacillus is one of reasonable kinship and it is 
therefore at least arguable that they may be- 
lave in a somewhat similar fashion. That the 
problem is far more complicated when dealing 
With the colon bacillus must be admitted at the 
Outset, since the family of colon is a numerous 
tribe. On the other hand, it has already been 
shown that immunity to certain strains of the 
colon bacillus can be produced both in man and 
in animals, Our own work upon this subject 
has been carried on only for a period of six 
months, but we have been able to satisfy our- 
selves that in so far as agglutination can be re- 
garded as a measure of immunity we have been 
able to produce it in our patients. We have 
worked with single strains, and with a variety of 
strains combined, and our clinical results to date, 
thongh too meagre to be made the basis of dog- 
matic assertion, appear to have been attended 
by some measure of success (Fig. VIII). At the 
outset we confined our efforts to those cases 
Which came to us uninfected and have attempted 


in them to produce a protective immunity. More 
recently we have extended this work to cover 
the cases already infected, in the attempt still 
further to raise their immunity to the inter- 
current infections which bladder drainage is so 
likely to invite. 

We wish to be clearly understood as present- 
ing this only as the beginning of a piece of 
work which appears to us based upon sound 
premises and draw attention to it this time in 
order that the efforts of others may supplement 
our own endeavor, should it seem worthy of fur- 
ther consideration. That intereurrent pyelone- 
phritis is for the prostatic a serious catastrophe 
seems to us clear; that it is in some ways a pro- 
tective mechanism is at least a reasonable con- 
tention. If this protection can be established 
by the production of artificial immunity, a con- 
siderable advance will have been made toward 
eliminating an important factor in the mortality 
of operative procedures for the relief of pros- 
tatie obstruction. 


Clinical Department. 


PREGNANCY COMPLICATED WITH 
HERNIA. 


By Joun GArpiner, M.D., ToLepo, Onto. 


Statistics show that the percentage of hernia 
during gestation is very low. 
Komarowsky' in her thesis reporting the 
work of Braun at the Maternity of Vienna, 
covering a period of 26 years and the examina- 
tion of 75,659 pregnant women, found only 62 
women with hernia, or 0.08%. Miller, in 9,482 
pregnant women, found 35, or 0.04%. Alphi 
at St. Gall in 1,555 cases reports 0.6%. Hurbert 
of Louvain found 1%. 

The number of women, whether pregnant or 
non-pregnant, having hernia, is considerably 
less than the number of men. The first statis- 
tics bearing on this comparison were reported 
by Mounikhoff in 1836, who showed that women 
having hernia were about 1 to 4 as many as men. 
The same proportion was found by Berger? 
in his personal examination of 10,000 cases of 
hernia, who found the statistics to be: men 
6,220, women 2,229, boys 1,213, girls (under 
15 years) 305, making 7,433 for the masculine and 
2,534 for the feminine sex, a preponderance of 
a little less than 75% of men over women. 

Malgaigne® at the Central Bureau in 
Paris, in 1836, on 2,767 hernia cases, found 2,- 
203 men and 564 women. In 1837, on 2,373 
hernia cases, he found 2,884 men and 489 wo- 
men, about 1 to 4 being the proportion. Jona- 
than Macready,‘ in his table of statistics for 
1888 to 1890, furnished by the Truss Society, 
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London, reported that he found the proportion 
1 to 5 for women compared to men. 

The frequency of hernia in women increases 
from puberty to the climacteric,® while in men 
it remains the same. Hernias which do develop 
during pregnancy, particularly inguinal or fe- 
moral, frequently reduce themselves (Berger, 
Freund, Schauta). This procedure can be ex- 
plained as a simple mechanical process. The 
gravid uterus, in its ascent from the small pel- 
vis, pushes up the intestines and the uterus fills 
up the gap, unless the gut is adherent. How- 
ever, after labor the ring is apt to become en- 
larged and the hernia grows worse during the 
puerperium, because of the relaxed condition of 
the supporting muscles. All authors agree as 
to the frequeney with which women, questioned 
as to the beginning of their trouble, date the be- 
ginning of their hernia from pregnancy. The 
multiplicity of pregnancies very greatly in- 
creases the tendency to develop hernias, as was 
shown by Berger,? who interviewed 2,229 wo- 
men of all ages having hernia and found that 
1,871 had had pregnancies to term. 

Umbilical hernias, unlike inguinal or femoral, 
hernias, occur mostly in the first year of life and 
become more and more rare until at 25 years of 
age they practically disappear. After this age 
they increase in frequency. Umbilical hernias 
are more common to women* than to men. 
When umbilical hernias develop during preg- 
nancy their presence is apt to make severe com- 
plications. Of 41 cases seen by de Rycker® 
10 were irreducible. The danger of strangula- 
tion increases as pregnancy progresses, de Rye- 
ker’s analysis shows no case of strangulation 
in the first 38 months, 2 in the 4th, and one 
each in the 5th, 6th, 7th, 8th, and 4 in the 9th 
month. Pantaloni’ recommends _ interference 
with all umbilical hernias during the first 
month as the risk of operation is less. The oper- 
ative mortality of strangulated umbilical hernia 
is well over 50% (Coley*, Manley’). 

Other hernias, more rarely met with than in- 
guinal, femoral or umbilical, are few in infancy 
and adolescence and increase in frequency up to 
49 and 40 years. Pre- and retro-vaginal hernias 
are due to pregnancy*, pre-vaginal or pu- 
dendal being the more common. ‘These are to 
be reduced if possible, if not, pregnancy should 
be terminated’. Vagino-labial hernia? occurs 
in the inguinal locality. A hernia may contain 
an impregnated uterus’®. Hernia of the white 
line or ventral is virtually in the same class as 
umbilical hernia. 

Of all hernias the inguinal is the most com- 
mon kind. Macready* found inguinal 50.4, 
femoral 31.6; Berger, inguinal 46.6, femoral 
32.7. It was found that the proportion was the 
same for pregnant women. Komarowsky’ 
in 39 cases, 22 inguinal, 4 femoral, 9 diverse. 
Hither side, right or left, is about equally af- 
fected. 

_ Inguinal and femoral hernias, occurring dur- 
ing pregnancy, frequently reduce themselves 


mechanically as has been mentioned above. Yet, 
if they do persist and cause pain or distress 
radical measures should be resorted to. The 
literature on herniotomy during pregnancy is 
small; nearly all references are to single case 
instanees. The largest group studied is from 
Engstrom’s Clinic," which comprises 18 
eases upon which herniotomy was performed: 
umbilical 9, inguinal 8, femoral 1. They all 
healed per primam intentionem. Of the umbili- 
eal 2 recurred, one 414 years after 2 normal 
pregnancies, and the other, during the next 
pregnancy. 

Fischer,’? in 1898, employed the Schleich 
method of anesthesia with success. Cushing, 
Bloodgood and Bodine, in 1900 used cocaine to 
good effect in herniotomies. With the advent 
of novocain combined with adrenalin the necessi- 
ty of giving a pregnant woman a general anes- 
thetic for herniotomy is done away with. 

Of the three cases of hernia which the writer 
has had occurring during pregnancy and de- 
manding an operation, one was inguinal and 
two were umbilical. 


Mrs. M., aet. 26, Para II, birth of first child was 
2 years ago, pregnancy normal and puerperium un- 
eventful. She became pregnant March, 1915. July 
5, while coming down stairs carrying her baby, 
her heel caught on the stairs. With great ditt- 
culty she recovered her balance and the effort was 
accompanied by a sharp stinging pain in the left 
groin. The pain passed away in the course of a 
few hours, but she noticed that whenever she was 
on her feet a long time, an aching pain was felt in 
the left groin. Karly in September, an enlarge- 
ment, the size of a hazel nut, was noticed and by 
October it had increased in size and troubled her 
so that she was practically incapacitated. October 15, 
under local anesthesia, herniotomy was performed. 
Recovery was uneventful. December 18, 1915, she 
was delivered of an 814 lb. girl. Puerperium nor- 
mal and has remained well. The cicatrix is firm. 


Mrs. K., aet. 36. Para VI, had been pregnant 2 
months when she began to notice a peculiar pain 
about the umbilicus when she lifted heavy objects. 
Examination revealed an umbilical hernia. In the 
3d month an overlapping operation was done un- 
der local anesthesia. Recovery uneventful. Preg- 
nancy continued normal, and she gave birth to a 
6 lb. girl; puerperium was normal. The cicatrix 
remains firm. 


Mrs. B., aet. 32, Para IV. Since the last child, 
has noticed a little painful swelling just at the 
right quadrant of the navel. It hurt her to cough 
or sneeze. She became pregnant October, 1911. 
On November 21, she underwent the overlapping 
operation. Recovery uneventful. Pregnancy pur- 
sued its normal course and the patient was deliv- 
ered of a 9 Ib. boy, July 19, 1912. Puerperium 
normal, no recurrence to date and she has passed 
through another pregnancy. 


It is evident that pregnancy is one of the 
chief contributing factors in the production of 
hernia in women. From this study the writer 
coincides with the admonition of Berger that 
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every accoucheur should examine for the paten- 
cy of the hernial orifices, before the recently 
delivered woman is discharged. 
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Medical Progress. 


PROGRESS IN BIOCHEMISTRY. 


by A. Everett Austin, M.D., Boston. 


VARIATION OF THE BLOOD SUGAR CONTENT. 


Many improvements have been made in the 
methods of blood sugar determination, all of 
which tend to greater simplicity and are better 
adapted to the use of the elinie and the employ- 
ment of smaller quantities of blood. Other in- 
vestigations have also shown that the amount of 
sugar in the blood has much greater significance 
than its presence or its amount in the urine, as 
being much more closely associated with the su- 
gar building and sugar destroying functions of 
the hody. 

Maase and Tachau' have performed a number 
of sugar estimations, employing both the polari- 
zation and reduction methods, and have shown 
a remarkable similarity, with the exception of 
one case, in the results by both methods. In 
this instance the amount determined by polari- 
zation power was much greater than that of re- 
duction, apparently due to the presence of an- 
other carbohydrate in the blood whose polari- 
zation power was much greater than that of 
dextrose but whose reduction was much less. 
After the ingestion of 100 grams of fruit sugar 
the reduction values were much greater than 
the polarization and the greatest difference oc- 
curred in a case of icterus. 

The estimated glucose content of the blood 
after the ingestion of 100 grams of levulose was 
repeatedly greater than the normal limit in the 
fasting individual. 

According to Lauritzen’, the estimation of 
blood sugar acquires great clinical importance 
in the differentiation of diabetes with hyper- 
glycaemia and diabetes without it; secondly in 
the determination of the prognosis of those 


cases where the presence of acetone and diacetic 
acid in the urine offers us no light concerning 
the increasing severity of the disease, and last 


‘to control the results of our therapeutic efforts 


during which repeated determinations of the 
blood sugar should be made. 

While previously we were compelled to de- 
pend upon the sugar-free condition of the pa- 
tient’s urine for the results of our dietetic man- 
agement, we can now determine the foods which 


Mitteilungen aus der Gynaekologischen Klinik, Prof. | 


produce no hyperglycaemia after their ingestion, 
when these foods only must be taken by the pa- 
tient as long as possible. 

| The avoidance of hyperglycaemia is not only 


°. of greatest importance in diabetes, with compli- 


cations such as neuralgia, gangrene, eezemas 
and tuberculosis, but also in the uneomplicated 
mild and severe forms of the disease. It has 
been distinetly determined by him that hyper- 
glycaemia, though temporary, injures the toler- 
ance of the patient for carbohydrate when suf- 
fering from diabetes. 

Dresel® has investigated the influence of ex- 
tracts of glands with internal secretion on the 
blood sugar. The following preparations were 
employed by him: Extract of the anterior hypo- 
physis, of the parathyroid, of the ovum, of the 
pancreas, of the intestinal mucous membrane 
and of the placenta. The injection of 1 ee. of 
these extracts causes no effect upon the amount 
of blood sugar; on the contrary, when injected 
in conjunction with 1-10 mgm. of adrenalin, 
which alone was able to increase the blood sugar 
sixteen hundredths of one per cent., the custom- 
ary increase due to adrenalin was much dimin- 
ished. This is particularly true of extracts of 
the ovum, the pancreas and the parathyroid 
glands. The influence of all these substances was 
vastly greater than that of the pituitary gland. 
The other extracts mentioned do not influence 
in any way the sugar exciting power; apparent- 
ly, these substances act directly upon the central 
nervous system. 

Brockmeyer* publishes a ease of Addison’s 
disease, in which the sugar content of the blood 
remained normal and showed that the severity 
of the disease bears no relation to the symptom 
of hyperglycaemia. 


CHOLESTERIN METABOLISM. 


By experiments on dogs with biliary fistulae, 
Fasiani® has shown that the ingestion of food 
after a period of fasting produces an increase 
in the cholesterin of the blood and of the bile. 
This increase is much greater after the employ- 
ment of foods rich in protein and fats than after 
carbohydrates. An increase or diminution of 
the cholesterin content of the bile is always as. 
sociated with a corresponding increase or dimt- 
nution of cholesterin in the blood, but in the re- 
verse direction. When phlorizin is injected, a 
steadily increasing amount of blood cholesterin 
is associated with a corresponding decrease of 
bile cholesterin. In conclusion, the author con- 
siders that there is a close relation between the 
cholesterin content of the blood and the bile, 
and that the liver is intrusted with this regula- 
tion. 
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Henes, Jr.,° has made numerous estimations 
of the amount of cholesterin in the blood in var- 
ious forms of disease and has come to the follow- 
ing conclusions: Practically all gallstones con- 
sist for the most part of cholesterin and the in- 
crease in blood cholesterin appears to be the 
cause of the gallstone formation. When gall- 
stones exist without fever, there is almost always 
a marked increase of cholesterin in the blood 
which can be employed for the purpose of differ- 
ential diagnosis. This increase of cholesterin 
in the bile is liable to persist even after the re- 
moval of the stones, while a cholecystotomy, 
without removal of the gall-bladder, does not free 
the patient from the possibility of subsequent 
formation of stones. 

Rothschild’ has shown by experiments on rab- 
bits that the removal of one suprarenal gland 
is accompanied by a moderately increased 
amount of cholesterin in the blood. When both 
suprarenals are removed a much more rapid and 
distinct increase of this substance in the blood 
is noted than by the unilateral operation. Cor- 
responding with the double removal there is an 
increase of excretion of cholesterin in the bile. 
The distinction between the effects produced by 
the loss of one or both suprarenals is not great 
enough to regard this operation on the kidney as 
a producer of cholesterin and their significanee,; 
then, depends not upon their control of choles- 
terin metabolism, but upon their content, ap- 
parently as a storehouse. 


PROTEIN METABOLISM. 


Protein still continues to be a puzzle as to its 
disintegration in the digestive tract and its re- 
generation in the blood. That the different pro- 
teins act variously in accordance with their per- 
centages of the various amino-acids is becoming 
better known, and that some of them are not 
efficient foodstuffs because they are so utterly 
unbalanced 
which apparently form the foundation stones 
of the regenerated albumin molecule. Consid- 
erable work has been done by various investi- 
gators during the year. 

Boruttauw® has found, by feeding without pro- 
tein from the vegetable foods, that the chemiecal- 
ly proven lesser value of the grain proteins in 
comparison with that of animal character does 
not actually exist, if the grain is ground as a 
whole, since those portions comprising the en- 
velope of the grain contain the missing fraction 
and are able, when employed with the bolted 
flour, to replace those amino-acids which are 
lacking and which make the plant protein fully 
equal to the animal. 

Abderhalden’ and his associates have shown 
that much less protein is needed to maintain the 
nitrogen equilibrium of individuals when pota- 
toes are employed, and this same fact is true ap- 
parently of Swedish bread. During a period of 
ingestion of potatoes, an amount containing 4.5 
grams nitrogen was sufficient to maintain the 


in these before-mentioned acids, 


protein equilibrium of the body. When we with- 
draw from this the amount of nitrogen appearing 
in the feces we find that upon an exclusive pota- 
to diet a nitrogen minimum of four grams is 
sufficient to maintain the protein equilibrium. 

Zeller’® has investigated the influence of fat 
and carbohydrate in the presence of deficient 
protein upon the nitrogen elimination. Seventy 
to ninety per cent. of the carbohydrate can be 
replaced by a calorie equivalent of fat without 
the nitrogen elimination exceeding the minimum 
with a pure carbohydrate regimen. For com- 
plete oxidation of the fat, the food must 
contain at least one part carbohydrate to four 
parts of fat; the urea may be diminished so that 
it forms only forty per cent. of the total nitro- 
gen. The excretion of creatin and creatinin 
remains the same whether we employ a carbo- 
hydrate or a fat diet. The elimination of neu- 
tral sulphur is practically the same and, only 
when we employ a fat calorie value of ninety 
per cent. of the total, is increased. The amino- 
acid and peptid nitrogen behave exactly as the 
neutral sulphur. The urie acid and purin ex- 
cretion sinks during the early part of the pure 
fat period but later with the addition of sugar 
exceeds the amount determined during the pure 
sugar period. The increased nitrogen elimina- 
tion which oceurs during the fat period appears 
to be due to the increased destruction of animal 
protein. 

Cahn-Bronner™ has shown that by feeding 
various split products of protein, such, for in- 
stance, as that portion of Witte’s peptone which 
is insoluble in water, or the peptone obtained 
from meat and also its alcohol soluble portion, 
we may produce an accumulation of albumin in 
the liver; there are, however, certain fac- 
tors which may prevent the accumulation of 
protein in the liver cells even when all the es- 
sentials for synthesis are present. No evidence 
was discovered which tended to show that it 
made any difference to the liver cells which of 
the split protein products were fed. In no in- 
stance_weas- the parenteral introduction of pro- 
tein products able to produce an accumulation of 
protein in the liver. These experiments show 
clearly that the animal organism is able, by syn- 
thesis, to produce protein from the amino-acids. 

Grafe'? has investigated the retention of body 
protein through the ingestion of ammonium salts 
and urea in man. In all his five individuals, 
the addition of ammonium chloride, ammonium 
citrate, urea or their combinations to a standard 
protein diet always produced an improvement 
in the nitrogen balance. Often a distinet minus 
balanee was changed into a corresponding plus 
one. In all cases a large part of the nitrogen 
which was retained on the first day was elimt- 
nated on the following days with similar addl- 
tions of nitrogen as during the period of stand- 
ard diet. In four eases, however, a large 
amount of the nitrogen was not eliminated but 
apparently permanently retained. Futhermore, 
the nitrogen minimum could in this way be 
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much farther depressed. These instances with 
the human correspond closely with those of ani- 
mals, so that they may be applied to all warm- 
blooded animals. 

AND METABOLISM. 


FAT ABSORPTION 


Nakashima!’ has investigated the absorption of 
fat in the eolon and rectum. While, after the in- 
vestion of moderate amounts of fat or cream, fat 
particles appear abundantly in the blood, when 
examined with the dark field of the microscope, 
thus proving its absorption, such appearances fail 
utterly when fat is introduced solely by rectum. 
When larger amounts of emulsified fat (milk or 
cream) are introduced into the colon, occasionally 
they appear, since there isaslight absorption of 
fat into the blood from the colon. These, however, 
fail utterly, when before their introduction, the 
ileum is ligated or eut, just above the ileo-cecal 
valve. Hence it appears that with rectal ene- 
mata of fat, no such absorption appears in the 
blood as when milk is taken by the mouth. 
Whether the fat may not be taken up in a dis- 
solved form from the rectum into the blood can- 
not be determined by means of examination of 
the blood; furthermore, by physiological exami- 
nation of the colon after a rectal ingestion of fat, 
no such appearances of fat absorption appear, 
us are shown in the active mucous membrane of 
the small intestine. 

The same author has continued his investiga- 
tious on the absorption of fat from the perito- 
neal cavity. This oeceurs in cold blooded ani- 
mals much more promptly than in warm blood- 
ed, while casein is absorbed from the peritoneum 
much more rapidly than fat. Both fat and 
casein appear in mice within twenty minutes in 
the blood and ean be detected for almost twenty- 
four hours. In frogs both substances appear in 
the blood within ten to fifteen minutes and re- 
main for forty-eight hours. The absorption of 
suspended lecithin from the peritoneum takes 
place much more slowly and continues a much 
longer time while the fragments disappear, only 
after a long period. The fat-absorbing power 
of the pleural eavity is much less than that of 
the peritoneum. When the peritoneum is in- 
flamed by chemical substances, the absorption 
in frogs is almost normal but in mice is fully 
checked. This absorption of fat and casein 
from the peritoneum is brought about by the 
lymphatics without the participation directly of 
the hlood vessels. 

According to Helly’, the quantitative fat 
content of the liver and the visible appearances 
of fat are practically coincident, though there 
are instances in which these two factors differ. 
The quantitative amount of fat in the liver 


shows, between the minimum and maximum, no 
regular inerease or diminution, but certain per- 
celtages are much more often favored. Hence, 
according to the author, the fatty degeneration 
of the liver is not so much a pathological pro- 


ress aS a normal function regulated by patho- 


logical conditions of other organs in which an 
associated activity of the central regulating 
power may take part. 


INTERNAL SECRETIONS. 


Since the discovery of secretin, efforts have 
been made to discover the relation between the 
external and internal secretion of the pancreas. 
After the introduction of secretin, the pancreas 
produces an amount of pancreatic juice which 
exceeds fourfold its ordinary amount. 

Loeb and Stadler’® have investigated the 
possibility of a stimulation of both secretions by 
certain substances, to determine whether they 
are associated with each other or entirely inde- 
pendent. Their conclusion is that secretin pro- 
duees no influence whatever upon the sugar as- 
similation, hence they conclude that the external 
and internal secretions of the pancreas are en- 
tirely independent of each other. 

Fleischmann and Salecker’® have investigated 
the influence of glands with an internal secre- 
tion upon purin metabolism. Nucleiuie acids, 
when fed to dogs, were almost quantitatively 
eliminated in the urine; when, however pituitrin 
was given at the same time, the excretion of al- 
lantoin was not only lessened but also was much 
delayed. When, on the contrary, pituitrin was 
given to animals upon a purin free diet there 
was a slight increase of the allantoin excretion 
with a following diminution, although when the 
animal was allowed to go without any food 
whatever, this allantoin increase did not oceur. 
Adrenalin, when injected in moderate doses, 
caused a distinct increase in the allantoin excre- 
tion without an increase in the total nitrogen 
eliminated. When the animals were deprived 
of the thyroid, the nucleinie acids which were 
given, were excreted in much lessened amounts. 
Jodothyrin ingestion causes a diminution of the 
allantoin excretion in conjunction with a 
marked protein destruction. When the animals 
were fasting, the ingested purin bases were elim- 
inated in distinctly less quantities, which was 
interpreted as a retention. Ingestion of exces- 
sive amounts of fluid always caused a marked in- 
erease in the allantoin elimination. 

The elimination of creatin and creatinin in 
diabetics and nephritics has been carefully 
studied by Lampert’, who found that when a 
meat and bouillon free diet was given to healthy 
individuals, the creatinin excretion varied from 
0.9 to 2.4 grams per day; creatin was generally 
not found at all or found in the merest traces 
(0.02 mgm.). In diabetics the values for crea- 
tinin were generally diminished or at least were 
found at the lowest point of normal values. Crea- 
tinin values remain ‘in all cases, with few excep- 
tions, under one gram, though there were very se- 
vere cases in which values were often found vary- 
ing from 1 tol.2 grams. In severe forms of dia- 
betes, with excessive acetonuria, creatin was al- 
ways found in the urine, and in all instances far 
beyond the normal amount of 0.2 grams; in two 
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instances, amounts ltol grams were 
In mild diabetes, with only traces of acetone, ere- 
atin was either absent or was found in the merest 
traces. In nephritis there was also a diminution of 
the creatinin output even when there was excel- 
lent diuresis and when the activity of the kidney 
was not diminished. Creatin was found in only 
one ease of marked renal insufficiency and then 
only in the merest trace. Two cases of diabetes 
with a coincident interstitial nephritis gave espe- 
cially low values for ereatinin, hence the appear- 
ance of large quantities of creatin in the urine 
of diabetics with acidosis is the result of a pa- 
thological metabolism and the diminution of 
creatinin in the urine of nephrities is the result 
of renal insufficiency. 


NATURE OF IODINE IN THE THYROID. 


For many years efforts have been made to de- 
termine the character of the iodine in the thyroid 
as well as the laws governing its metabolism. 
These researches have been continued during 
the past year with much enthusiasm by various 
investigators. 

Among these, Blum and Griitzner’® found 
that by far the greater part of the iodine in the 
thyroid is firmly combined with protein. In ad- 
dition, a very small fraction may be found 
which is soluble in acetone and is probably 
iodide of potash. This amount of iodide of |, 
potash was found to be independent of any in- 
gestion of that substance and also present in 
such animals as had received only milk, rice or 
meat as food. No constancy of the thyroid 
iodine content was found, at least in dogs; on 
the contrary, when iodide of potash was ingest- 
ed, there was a manifest increase in the com- 
bined iodine of the gland. This inerease, then, 
must be due to a physiological action by which 
inorgani¢ iodine is converted to organic or com- 
bined. This process is specific in the thyroid,, 
as it occurs in no other organ of the body. When 
one thyroid was removed and potassium iodide 
was given the animal, the amount of iodine in 
the remaining gland was distinctly increased ; 
when no iodine was given, the remaining gland 
maintained its iodine content without change, 
but if it were previously enlarged, the iodine 
content was found later increased. These find- 
ings are not to be interpreted as indicating an 
internal secretion of iodo-proteins on the part 
of the gland but intraglandular elimination of 
the iodine absorbed, much as the antidotal action 
of the liver with mercury. 

The same authors distinguished very sharply 
between iodine metabolism and iodine secretion 
on the part of the thyroid. 

A systematic elimination of iodine or one 
which continues for any length of time is never 
found in the organisms of warm-blooded animals 
except in the thyroid. The lymph glands asso- 
ciated with the thyroid were always found free 
of iodine. Other organs of normal animals 
which were examined contained in a few in- 


stances, but irregularly, inorganic iodine, prob- 
ably derived from the food but never the com- 
bined metal. After persistent ingestion of po- 
tassium iodide, the presence of iodo-proteins 
was never detected apart from the thyroid. 
Hence the combination of iodine with protein 
must be a specific activity of the thyroid alone. 
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Reports of Societies. 


BOSTON SURGICAL SOCIETY. 
(Incorporated.) 


ELEVENTH MEETING. 


A stated meeting of the Society was held on 
Monday, March 6, 1916, at the Tavern Club, at 
8.15 P.M. 

Dr. W. P. Graves read a paper on the 


PRACTICAL ASPECTS OF THE INTERNAL SECRETION OF 
THE OVARIES.* 


Discussion of Dr. Graves’ paper followed: 

Dr. H. T. Hurcniys stated that ovarian therapy 
had not been reduced to any scientific basis 0 
standardization. We can use tablets of ovarian sub- 


*Dr. Graves’ paper was published in the August number of the 
New York State Journal of Medicine, 
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stances or extract of corpus luteum. 


It is a ques- | 


Dr. Reynolds stated that he thought common ree- 


tion whether these substances are not modified by tocele was of different originn—namely, that the 
digestion when taken by mouth. The ideal way) rectum slid upon the fascia of the pelvic floor. He 
believed, therefore, that a repair of a rectocele in- 
In regard to transplantation of ovaries, Dr. Hutch- | 


would be to introduce them into the blood stream. 


ins believed that the thick capsule of the ovary 
probably interfered with adequate nourishment of 
the transplant, and that the actual output of ovarian 


substance after the transplantation, either of the. 


whole or parts of ovaries, is much diminished. In 
hysterectomies he believed that a normal ovary 
should be left “in situ,” 1f possible, even though at 
the risk of a second operation for cystic disease; 
this risk, in his experience, being very slight if the 
normal blood supply be not interfered with. 


ago he had used ovarian extract to a considerable 
extent, but that being unable to get a reliable prepa- 
ration he had abandoned its use. The modern 
preparations he had found much more reliable. He 
believed its chief value lay in the treatment of 


volved a blunt dissection and separation of these 
two structures, a sliding up of the rectum, and 
suturing of the pelvic floor below. 

Dr. J. T. Wititams stated that he had satistied 
himself that the pelvic fascia was the chief support 
of the uterus, for two reasons: First, that the pelvic 
floor is some distance below the pelvic organs which 
it has been supposed to support, and, second, that 
the pelvie fascia is a solid membrane, especially in 
its anterior portion, forming a firm fibrous sling 


which is inserted into the supravaginal cervix on 
De. Matcotm Storer stated that some ten years 


either side. He believes that retroversion is a late 
rather than an early symptom of prolapse, and that 
the cervix is the first portion of the uterus to sink. 


The utero-sacral ligaments are definite thickenings 


scanty menstruation, and of the nervous symptoms _ 


accompanying the premature menopause. 


the pelvie fascia behind the uterus. 


Ife divided oligo- or amenorrhoea into two classes: | 
the one due to the various causes generally given, | 


aud the other to deficient ovarian activity, espe- 


cially in cases where there was at the same time a 
rapid inerease of the fat of the body. In the latter. 


group of cases ovarian extract had been of great 
valve in his experience, 
De. Srorer felt that the nervous symptoms fol- 


lowing an early double ovariotomy are frequently | 


of very real importance, and for this reason is apt 
to leave some ovarian tissue if possible, even in 
cases of hysterectomy or salpingectomy. 
cases of the operative menopause ovarian extract 
frequently makes a longer but less trying meno- 
pause, 

Ile called attention to the relation of the ovarian 
function to laetation, and suggested that the ovar- 
ian extract might be of service in cases of deficient 
secretion of milk. While he recognized a possibly 
psychic correlation between the breast and the pel- 
vie organs, he had found only disappointment in 
= use of the mammary extract in cases of pelvic 

Isease, 

Dr. Reynoips called attention to the more or less 
antagonistic effect of the corpus luteum extract and 
that of the whole ovary. He stated that he had been 
making a study of uterine and vaginal secretion, 
and he found that removal of the corpus luteum 
was capable of changing the reaction, and thus the 
bacterial eontent of vaginal secretion. He stated 
that he believed that one of the functions of the 
corpus luteum was to preside over the nutrition of 
the eenital mucous membranes. He believed that 
further experimental study was needed. 

De. D. F. Jones read a paper on 


PROLAPSE OF THE RECTUM AND OF THE UTERUS.+ 


Discussion of Dr. Jones’ paper followed: 

De. Reyyoips: Prolapse is a form of hernia, and 
the some principles should be applied to it. Con- 
genial predisposing causes are of very great im- 
portance, A deep posterior cul-de-sac is such a 
predisposing cause of prolapse. 

Ile believed that closing the posterior cul-de-sac 
tends to tip the uterus forward and hold it in its 
horial position by preventing the drag of the 
Weicht of intestine. 

So JOURNAL, page 623. 


In such. 


| 


of the pelvic fascia and serve as guy ropes rather 
than real support. 

Ile believed in Dr. Jones’ operation of suturing 
Hie called at- 
tention to the danger of wounding the uterine 
artery, and referred to two cases where this had 
eceurred in performing Dudley's operation for pro- 
cidentia. 

Dr. Williams believed, also, that the fascia as 
well as the muscles in the perineum gave support. 
He referred to two forms of eystocele, (1) due to 
stretching of the structures of the anterior vaginal 
wall without prolapse of the uterus, and (2) cases 
associated with prolapse of the uterus. 

Dr. Hutcnins stated that he had used the prin- 
ciple of closing the posterior cul-de-sac, as recom- 
mended by Dr. Jones, in cases of prolapse, for the 
past vear, and that he performed, also, a fixation or 
suspension of the uterus. 

Dr. LuNp stated that he had tried various opera- 
tions for prolapse of the rectum; that amputation 
of the prolapse was a bloody and formidable opera- 
tion, and that some of the methods by which the 
rectum was stitched up from within were to be pre- 
ferred. It is true that the entire wall of the ree- 
tum in prolapse cases cannot be taken up from with- 
in, but he believed that as much as possible should 
be taken up, and the ‘posterior cul-de-sac closed by 
suture, as advocated by Moscheovitz. 

A recognized danger of suture of the sigmoid to 
the side of the pelvis had been a possible kinking, 
and to obviate this McArthur had drawn the sig- 
moid up as far as possible and made an anastomosis 
between the rectal portion of the sigmoid and the 
beginning of the sigmoid where it leaves the pelvic 
brim. In this way, the faeces could pass directly 
down into the rectum without going through the 
great loop of the sigmoid, the possibility of ob- 
struction from kinking being removed, and the ree- 
tum fixed at the same time. This operation has 
been successful in Dr. Lund’s hands. 

Although the upper part of a rectocele may be as 
described by Dr. Jones, a hernia of the lower part 
will simply be a bulging into the vagina, as shown 
by the fact that in. denuding it for repair one did 
not come to the peritoneum but to the rectum. Also 
in vaginal hysterectomy. where there was a coinci- 
dent rectocele, in denuding the posterior surface of 
the cervix, one went up some distance before com- 
ing to the peritoneal fold. In Somer’s method of 
perineal repair. the rectum was folded in unon itself 
in a way which seemed to him aided greatly in cur- 
ing the rectocele. 
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Dr. C. L. Scupper reported for the committee on 
end-results of the treatment of infected joints, that 
a sub-committee had been appointed consisting of 
Drs. Irving, Walker, Ehrenfried, Miller and Har- 
mer, and that the collection of data was progressing. 

The meeting then adjourned. 

(Signed) Rospert B. GREENOUGH, 
Secretary. 


FALL MEETING OF THE NEW ENGLAND 
BRANCH OF THE AMERICAN UROLOG- 
ICAL ASSOCIATION. 


at THE Harvarp Boston, Nov. 30, 1915. 


Present, A. L. Cuute, M. D., Boston. 
Secretary, R. F. O’Netw, M. D., Boston. 


DEMONSTRATION OF CASES, INSTRUMENTS AND SPECI- 
MENS, 


A DEVICE FOR HOLDING THE HAGNER BAG IN POSITION, 


Dr. W. W. Townsenn: I have a Vermont product 
which I hesitate to present to this critical audience, 
but it has been one of great value to me in the re- 
tention of the Hagner bag. It is simply a wire 
frame, the bag being introduced in the usual man- 
ner, this clothes-pin wire arrangement is put on to 
hold the airin the bag. The frame isthen slipped 
over the penis. A piece of gauze is applied at 
the root of the penis so that the counter pressure 
against the pubes will not hurt the patient. 
After the bag is in place the tubular portion is 
pulled forward and hooked into the hook at the end 
of the wire, which maintains the traction on the bag 
very satisfactorily. 


END-RESULT OF A CASE OF TOTAL CYSTECTOMY. 


Dr. Artuur H. Crospie: At a meeting last winter 
I reported a case of carcinoma of the bladder in 
which I did a total cystectomy, removing bladder, 
prostate and vesicles. I have now to report that 
two months ago the man died of a recurrence. I 
have brought up the specimen to show again tonight 
as some of you may be intertested in looking at it 
if you did not see it at the last meeting, 


SPECIMEN OF A VERY LARGE PROSTATE. 


I would like to show a prostate which Dr. Chute 
took out. This gland was removed from a man 
76 years of age who had led a catheter life for four 
years. The prostate is remarkable purely because 
it is so large, the total weight being 320 grams, 


A CASE OF EMERGENCY PROSTATECTOMY FOR HEMOR- 
RHAGE. 


Dr. R. F. O’Netm, Boston: It has seemed to me 
that the following case presents certain points of 
interest which make it worth while reporting. The 
patient was admitted to the G.-U. Service at the 
Massachusetts General Hospital for severe hema- 
turia. History of urgency, frequency, and inabili- 
ty to hold his urine, for three years. Rectal exami- 
nation showed a large, smooth elastic prostate. Re- 
normal. 

_ A catheter soon became plugged and the bleeding 
increased. I then decided to open the bladder su- 
prapubically, check the bleeding, and do a two- 


stage operation. On opening the bladder under local 
anesthesia, the knife plunged directly into a solid 
tumor which proved to be an enormous median lobe 
practically filling the bladder. Drainage being ob- 
viously out of the question for mechanical reasons, 
gas-oxygen anesthesia was given, and the median 
lobe, together with two good-sized lateral lobes, was 
enucleated, in spite of the fact that I knew nothing 
of the man’s renal condition. There was nothing 
else to be done. He made a good recovery after a 
rather stormy convalescence, which included a peri- 
urethral abscess, epididymitis, and bronchopneu- 
monia, 


A CASE OF DIVERTICULUM OF THE BLADDER, AND A CASE 
OF DILATATION OF THE URETERS SIMULATING BI- 
LATERAL DIVERTICULA, 


Dr. R. F. O’New, Boston: These cases are re- 
ported together as they were in the ward at the 
same time and were supposed to have similar 
lesions. Case I seems to emphasize the error in 
diagnosis in Case LI, 

In Case I the eystoseopie findings were borne out at 
operation, In Case II operation showed that what we 
had taken for diverticula were the much dilated 
ureters; the case being one of the rare so-called 
cases of insufficiency at the uretero-vesical junction. 
(The condition has been recently described by 
Kretschmer, Urological Transactions, Vol. rx.) Had 
we injected more silver solution into the bladder at 
the time the x-ray was taken, the true condition 
would doubtless have been discovered. 

Case I. The patient,a man of 40, was first seen 
in the G.-U. Out-Patient Department of the Massa- 
chusetts General Hospital. Presenting symptom, 
frequency of micturition. He had a turbid urine 
and a residual, without any obstruction. Cysto- 
scopy showed the orifice of a diverticulum on the 
right not involving the ureter, and more or less 
trabeculation of the bladder. He was sent into the 
hospital for operation. The diverticulum was suc- 
cessfully excised, and the patient made a good re- 
covery, although the urine remained cloudy for a 
long time, 

Case II. G.-U. Service, Massachusetts General 
Hospital, a young man of 20. Fourteen months ago 
urinary frequency and pain which had recently 
stopped. Urine cloudy. ; 

Cystoscopy: On one side, in the general location 
of where the ureter should be, was a round hole re- 
sembling the orifice of a diverticulum, which we 
assumed it to be, with the ureter emptying into It. 
An x-ray catheter was passed into this and the 
radiograph showed the catheter curled in a circle 
upon itself as if it were coiled up in a diverticulum. 
The ureter on the other side appeared somewhat di- 
lated, but not to the same extent. A radiograph of 
the bladder filled with argentide solution showed a 
bulge on either side. On the evidence of this and 
the previous x-ray, a diagnosis of bilateral divertic- 
ula was made. The renal function was, time of 
appearance 11 min.; 20% in first hour, 15% in see- 
ond. 

At operation, on opening the bladder, the two 
openings seen through the cystoscope in the gen- 
eral location of the ureters, were found. Catheters 
passed into these failed to go any distance. On 
stripping back the peritoneum and exploring the 
base of the bladder, these were found to be the 
openings of the ureters which were enormously di- 
lated all the way to the pelvis of the kidney. Al 
though these orifices appeared somewhat abnormal, 
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their appearance was not such as to cause one to 
suspect the presence of the tremendous dilatation 
of the ureters which was found. 


Dr. Georce G. SMITH gave an account of his ex- 
periences as Surgeon to Mrs. Depew’s Hospital at 
Compeigne, France, illustrated by lantern slides. 


Dr. C. G. Mixter of Boston read a paper en-. 


titled, 
UNDESCENDED TESTICLE IN CHILDREN.* 


Discussion oF Dr. MIxTER’s Paper. 


Dr. J. D, Barney, Boston: There is little that I. 
ean add from a clinical standpoint to this good 
paper, but I thought it would be of interest to look | 
up what material we had on this subject at the. 
Massachusetts General Hospital. 

In the ecard catalogue I found there were 198 
cases reported in all ages, and that these occurred | 
singly in 185 and doubly in 13. That seems to 
bear out the testimony of others that bilateral un- 
descended testicles are quite rare. One hundred 
and thirty-four of these cases, or 66%, were ac- 
companied by hernia of one or both sides. I under- | 
stood Dr. Mixter to lay more stress upon the hernia 
than these records would warrant. 

In looking over the literature on the subject I. 
find that in 59,000 or 60,000 cases of hernia in chil- | 
dren in the hospitals of New York there were only | 
137 cases of ectopic testicle. 

A good deal of stress has been laid upon the oc- 
currence of sarcoma. In our series there were only 
three cases, a trifle over one per cent. We found 
hydrocele in only eight cases. | 

I do not think it is at all strange that we should 
get hernia or hydrocele because there is a direct 
communication between the abdominal cavity and 
the scrotal cavity. I think it is a little more 
ae that there are se many who do not have 

ernia. 

In regard to sarcoma I find interesting figures. 
Out of 182,729 admissions to various hospitals in 
England and in this country, there were 117 cases 
of sarcoma of the testicle. Only twelve of these 
were in the ectopic stage, and only three were of 
the intra-abdominal type, the others being inguinal 
in one position or the other. And then strangely 
enough Dr. Bulkly of New York reported two years 
ago two cases of sarcoma of the ectopic testicle, and 
found that there were only 59 others reported in 
the world’s literature. This struck me as being 
quite startling. He canle to the conclusion that 
you might expeet sarcoma in one out of every 75 
ectopic testicles. My impression was, and I think 
it is generally supposed, that the ectopic testicle is 
peculiarly liable to sarecomatous degeneration, but 
apparently it is far from common. 

| would like to ask Dr. Mixter what the indica- 
tions are for operation on a case of undescended 
testicle in children. I would like also to congratu- 
late him on his paper. 


Dr. G. G. Smirn, Boston: I think that it should 
be borne in mind that atrophy occurs in the sper- 
matogenetie system, and yet not in the interstitial 
cells of Leydig which furnish an internal secretion. 
I \elieve it has been shown by experimental work 
that although the spermatogenetie function may 
have entirely disappeared, the cells furnishing the 


internal seeretion are apparently spared. 


Dr. Hucu Casor, Boston: The evidence submit- 
ted by Dr. Mixter, that free division of the veins 
ef the cord in bringing down the testicle in opera- 
tions for failure of descent results in atrophy of the 
testicle, is a contribution of first-class importance. 

This principle of free division of veins was, I 
think, first advocated in a thorough-going way by 
Bevan and was perhaps the most important part of 
his operation. It has been satisfactorily shown by 
clinical experience that such a free division can 
be done without causing necrosis and for this 
reason it has been assumed that it was free from 
serious objection. Dr. Mixter’s contribution goes 
far to show that though necrosis does not occur, 
atrophy does, and should this evidence be confirmed 
by a larger group of cases, division of the veins as 
a part of this operation must be finally abandoned. 


Dr. W. T. Councitman, Boston: In connection 
with this paper of Dr. Mixter’s, I happened to read 
the other day in the Memoirs of Nathan Smith, 
which were published by his son, Nathan R. Smith, 
in Baltimore, the report of one of his operations 
for hernia in 1823. In this case the hernial mass 
was very large and solid, and in the course of oper- 
ation he was much surprised to find in it only a 
small knuckle of intestine. Outside of this there 
was a large tumor mass which was composed of a 
testicle, a hydrocele cyst, with an enormous thick- 
ening of the tunica vaginalis. The article contains 
a picture of the condition. 


Dr. J. W. Keere, Provinence: I should like to 
mention another condition and that is the twist- 
ing of the testicle sufficient to destroy the blood 
supply, producing a necrosis of the undescended 
testicle. 

I know of an instance of a child about one and 
a half years old which had that result. The physi- 
cian was called, and thought he had an inguinal 
gland, and he applied: ice, and later the swelling 
persisted and I found it necessary to remove the 
testicle. Another interesting point about this case 
was that the father of this boy, when he was a man 
about 26 years of age, had the same condition, when 
the late Dr. Maurice Richardson saw the case with 
me; and he made a diagnosis previous to the opera- 
tion, that we should probably find the testicle so 
twisted that the blood supply was interfered with. 

I have felt that many of these cases are atrophied 
testicles. 

In regard to the fact that sarcoma results, the 
books have told us that it frequently happens. I 
recall the case of a doctor some 75 years of age who 
had enlarged prostate for which I operated, and he 
had two undescended testicles in the inguinal canal. 
It may be as Dr. Barney has shown, that we do not 
find sarcoma of the testicle so frequently as the 
books have taught us in the past. 

Dr. G. G. Situ, Boston: I should like to ask 
Dr. Mixter if he remembers what age the children 
were who had the atrophied testicles. There were 
two of them, he said, that were atrophied at the 
time of operation. 


Dr. J. D. Barney, Boston: On the other hand, I 
recall the fact that in a paper published by Mc- 
Glannan in 1913, it was shown that the sperma- 
togenetic function is not done away with as fre- 
quently as we supposed. In many cases it was still 
persistent, as shown by the microscopic sections of 


*See JOURNAL, p. 631. 


the testicles, and in the cases in which it was sup- 
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posed that there were no spermatogenetic cells, there 
were plenty of them. 


Discussion CLosep By Dr. Mixter: The one point 
which I wanted to make was that I consider this, 
the Bevan operation, of complete section of the 
spermatic veins in children, a dangerous procedure 
as far as the developmental result goes. I think 
that if this small series is of any value the fact that 
every case in which complete section was done was 
followed by atrophy is pretty striking, to say the 
least. 

On the other hand, in every case reported in 
which the vessels were left absolutely intact, no 
atrophy resulted. 

I cannot of course speak in any way about the 
spermatogenetic function in these cases. 

In regard to the indication for operation on un- 
descended testicles in children, one point is the fact 
that of this relatively small series two cases showed 
marked atrophy at the time of operation. Those 
two cases were out of 30 cases operated on. 

I cannot tell you the exact ages of those two 
children, but my remembrance is about six and nine 
years respectively. The indication for operation in 
younger children is, as I said,—in the first place, 
where there is evidence of a beginning atrophy, and 
in the second place, where the hernia gives rise to 
trouble and not on account of the testicle. 

I see no reason why the testicle should not be 
operated on after three years or some age in that 
vicinity, because I think as good a result can be 
expected as there can be in older children or adults, 
and there is less danger of atrophy occurring spon- 
taneously. 


@ 
Dr. Hvucu Casor of Boston read a paper entitled: 


THE MECHANISM OF THE PROTECTION AFFORDED BY THE 
DRAINAGE OF PROSTATICS AS A PRELIMINARY TO 
OPERATION, 


A Consideration of the Production of Immunity.* 


Discussion oF Dr. Capot’s Paper. 


Dr. W. T. Councttman, Boston: I have been 
much interested in Doctor Cabot’s paper. A great 
part of it is outside of my province, but the main 
point of the paper, as I understand it, is the produc- 
tion of immunity before operation, and this seems 
to me very interesting. It must make an enormous 
difference whether in consequence of an operation 
an infection is produced in an individual previous- 
ly free from infection and who has no immunity, 
or whether the infection is produced in an individ- 
ual who has already acquired a very high degree 
of immunity. The degree of immunity which these 
patients sometimes attain seems to me very re- 
markable. I some time ago performed an autopsy 
on an old gentleman over seventy, who for over 
twenty-five years had been accustomed to use a ¢@a- 
theter eight times daily. The catheter was carried 
in his pocket, and he was accustomed to lubricate it 
with saliva in order to facilitate passage. In the 
course of his life he had had numerous infections 
in the urinary tract, in the epididymis and prostate, 
and most of these parts had become sealed off from 
the urinary tract by chronic inflammation. There 
was a constant cystitis of not very high degree. For 
some years before death there had been no infee- 
tions, and the general condition of health was good. 


*See JOURNAL, page 633. 


At the autopsy I expected to find in the kidneys 
evidences of old abscesses, a high degree of pyelone- 
phritis, and general atrophy of the kidney. I found 
nothing of the sort. The kidneys were extremely 
good for an individual of that age, and there was 
only a slight degree of thickening of the pelvis. 
What Doctor Cabot has said is also in agreement 
with what many of us are thinking in these days; 
the very great care to avoid infection, in food. in 
milk, and by our manner of life, may not be wholly 
to the good. We are possibly doing ourselves harm 
by not developing immunity to infection, which can 
take place only by our acquiring infection; it can 
easily happen that at some time a malignant strain 
of some organism may be encountered which in the 
absence of all immunity may be attended with ser- 
ious results. Possibly the milk epidemics which 
have been so severe a few years back, may have 
been associated with this rather artificial absence 
of immunity. It seems, however, a very novel thing 
that the surgeon, whose efforts are directed general- 
ly to the avoidance of infection, should deliberately 
produce it. A second point in Doctor Cabot’s 
paper is in regard to the mode of infection. There 
is nothing more difficult in pathology than to de- 
termine in the first place the point of entry of or- 
ganisms into the tissues, and secondly the mode of 
extension of the infection from the primary focus. 
There are so many possibilities in regard to this. If 
we take for example the progress of such a disease 
as tuberculosis of the lung: every channel of in- 
fection is called into play, such as blood vessels, 
lymphatics, the surfaces, ete. In all infections the 
extension by means of surface plays an important 
part. The extension of infection along the urinary 
surfaces is very important, and affords an inter- 
esting example of surface extension. The patholo- 
gists recognize distinctly two modes of infection in 
the kidney: the hematogenous or the descending 
and the urogenous or the ascending. I have 
thought that Doctor Cabot rather doubts the lat- 
ter, especially from some rather sarcastic utterances 
of his with regard to the hypothetical natatory 
powers of the tubercle bacillus. Infection can very 
easily take place along a surface in a direction 
contrary to the flow over such a surface. One of 
the examples of this is the extension of infection 
from the mouth to the parotid gland. There the 
infection extends through a narrow channel which 
is well protected by an epithelial surface and 
against a pretty constant current. It is sometimes 
very difficult from the anatomical lesions to in- 
terpret the mode of infection. In the kidney both 
the hematogenous and urogeneous are frequently 
combined. In the pyaemic diseases, such as scarlet 
fever, diphtheria, ulcerative endocarditis, we fre- 
quently find foci of suppuration in the kidney which 
are definitely hematogenous in origin. They are 
usually most prominent in the cortex. There are 
also undoubted cases in which there is infection of 
the kidney which follows upon infection of the pel- 
vis of the kidney. There are certain anatomical 
distinctions between the two. In the urogenous 
infection, the lesions are chiefly in the pyramid, 
and we find in this and extending from it, long 
white lines of necrosis with central masses of or- 
ganisms. It is perfectly possible, however, to have 
an infection begin in the cortex of the kidney and 
extend downward along the urinary tubules, in 
which case the most marked lesions may be in the 
pyramid of the kidney. Even in the hematogenous 
infections, the lesions may be more marked in the 
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pyramid of the kidney, and may closely simulate a 
urogenous infection, because the organisms may 
pass through the capillary circulation and find 
lodgement in the long veins of the pyramid. If a 
eulture of staphylococcus aureus is injected into 
the ear vein of a rabbit there are always lesions 
produced in the kidney which are usually _ more 
marked in the pyramid than in the cortex. In tu- 
berculosis, undoubtedly both modes of infection 
take place and they are difficult to distinguish. In 
general miliary tuberculosis, the tubercle formation 
is most pronounced in the cortex, but even here the 


lesions may be in the pyramid and from the cor- 


tical lesions there may be a further descending in- 
fection. The pelvis of the kidney, moreover, in 
tuberculosis, ean become infected, and from this 
point the infection can again advance toward the 
kidney. On the other hand, we undoubtedly find 
eases of ascending urinary tuberculosis, in which 
the lesions below are undoubtedly of an older date 
than the lesions in the kidney. There is no diffi- 
culty, it seems to me,in regard to the passage of or- 
ganisms from the bladder upwards. We must not 
think of the flow of urine in the ureters as a rush- 
ing torrent, carrying all before it, against which the 
weak bacillus has to struggle, but conditions easily 
arise in which there is no current at all, and or- 
ganisms in one part of the common fluid in the 
bladder and ureter can be diffused through the fluid 
by means of the currents which are always present. 
Such currents may be produced by the intermit- 
tent pressure coming from the intestines or in var- 
ious ways. It is also perfectly possible for the tu- 
bercle bacilli to advance along the surface from 
point to point, finding lodgement on the surface and 
growing there. In regard to the excretion of organ- 
isms by the kidney, I have always had a great deal 
of doubt as to whether this does take place without 
lesions. Lesions of the kidney are extraordinarily 
common in all of the infectious diseases, and from 
such lesions the organisms can enter into the urine 
where they will multiply and a condition of bacil- 
luria which may be long in duration will be pro- 
duced. This seems to me to be the case in typhoid, 
for instanee. The experimental evidence which we 
seem to have, in which very large quantities of or- 
ganisms are injected into the blood and later make 
their appearance in the urine, does not seem to me 
to be worth much unless accompanied by the most 
painstaking examination of all parts of the kidney. 
1 always like to hear these clinical papers, especial- 
ly when presented so ably as the papers were this 
evening, and I always regret the lack of clinical 
eh on my part, which prevents an adequate 
GIscussion, 


De. A. L. Cuute, Boston: This general subject 
is something that has been of the greatest interest 
to me and upon which I hold pretty definite opinions 
that T have set forth in one or two papers written 
within the past few years. To me Dr. Cabot’s theo- 
retical views as to the source of these infections are 
extremely interesting but not wholly convincing. 
His suggestion regarding vaccination as a possible 
method of preventing or minimizing these infec- 
tions is very attractive, but its value is not as yet 
proved; and I wish to warn against a too enthusias- 
tie following of this method until we have more 
definite knowledge regarding it. It seems to me 
that there are several reasons to make us slow in 
adopting it until we have further evidences regard- 
ing its value. 

lrom the theoretical point of view, I am in doubt 


about one’s ability to immunize these men with colon 
vaccine. If this were possible, more of the very 
constipated patients ought to develop a pretty good 
natural immunity, and yet we rfrely see men who 
seem to show any signs of this. 

Another objection to the plan is that it takes 
time to immunize patients by vaccination, and often 
one can ill afford to spare this time in the prostatics 
with bladders overdistended with clear urine. My 


greatest objection, however, is that in following this’ 


method we should be substituting a cumbersome 
way, even if it were demonstrated to be an efficient 
way, for ths simpler method of opening the over- 
distended bladder under novocaine and draining 
by means of a large suprapubic tube. This way, it 
is true, does not prevent infection of the bladder 
but it prevents, to a very large degree, the harm 
which comes from this infection; namely, the ser- 
ious infection of the kidneys. Combined with this 
combating of the infection, it has the advantage of 
relieving the kidneys of the mechanical factor of 
back pressure in a manner that is more complete 
than is possible with any other way of drainage. 
The fear of serious collapse from opening an over- 
distended bladder or the danger of serious hemor- 
rhage are under these conditions, so far as my ex- 
perience is concerned, mythical, when this operation 
is carried out under local anesthesia. 

I am sure we all appreciate Dr. Councilman’s 
kindness in coming here this evening and giving 
us so clear an exposition of the pathology of the 
condition under discussion, 


Dr. E. G. Crastrer, Boston: We recognize that 
in the paper which Dr. Cabot has just read there 
is a radical departure from the well-beaten text- 
book path of consideration of pyelitis. We regret 
that the paper is of necessity based upon incomplete 
evidence and a rather small number of cases, yet 
certain definite facts are indicated which have some 
bearing on the general subject. It is to be hoped 
that our search for truth may not seem to lead to 
our discomfiture as in the case of the man who, 
searching for stars by day, fell into a well. 

Certain evidence has been produced in experi- 
mental laboratories which indicates that the kidney 
has a definite excretory action for bacteria. I have 
myself endeavored to demonstrate the point and, 
following the suggestion of Carl Ten Broeck, in- 
jected attenuated cultures of para-typhoid bacillus 
into the ear veins of a rabbit and recovered them 
from the urine in large numbers 48 hours later. A 
drop of urine from the bladder, which previous ex- 
aminations had shown to be sterile, gave innumer- 
able colonies on the culture media. 

In regard to the existence of a blood infection 
during pyelitis, to which Dr. Cabot referred in his 
paper, certain evidence has been produced in our 
clinie. I have taken blood cultures on 32 cases, in- 
cluding 9 cases of prostatics with uninfected urine 
at the time of entrance into the hospital. These 
eases all showed a clinical picture of pyelitis at 
some time during their stay in the hospital. I have 
obtained positive cultures of the colon bacillus in 
13 eases. Of the 9 prostatics examined, positive 
blood cultures were obtained in 7 

The demonstration of the results of vaccination 
is a difficult problem and must rest on clinical as 
well as laboratory findings. In so far as agglutina- 
tion is a fair test of protection, the use of vaccines 
has apparently accomplished some good. There is 
some evidence that infection itself produces immu- 
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nity. It has been found in 3 eases in which there 
had been more than one attack of pyelonephritis 
and in which the colon bacillus had been recovered 
from the blood, there was a distinct increase in the 
agglutinating power of the serum. Likewise I was 
interested to find in the case of a man who had re- 
cently had 4 attacks of epididymitis due to the 
colon bacillus, his agglutinating power was much 
increased although he had not been vaccinated. 

In cases in which colon bacilli have been re- 
covered from the blood, there are two possibilities 
to be considered: one, that the infection enters the 
circulation from some point outside the genito- 
urinary tract; and the other, that the blood is in- 
fected from an infected kidney. In our one case 
where careful bacteriological and cultural evidence 

as been produced, we obtained a positive culture 
from the blood previous to the appearance of the 
bacilli in the urine. Bearing upon this subject, 
last month’s issue of Jahrbuch fiir Kinderheilkunde 
contained a review of some work by Kowitz, who had 
traced the order of appearance of bacteria, pus and 
albumin in 5 children in whom pyelonephritis de- 
veloped in the course of an infectious diarrhoea. He 
found the order of appearance to be 1. albumin, 2. 
bacilli, and 3. pus. In regard to the frequency of 
blood infection in infectious diarrhoea, the same 
author quotes Baer, who found in 117 cases of in- 
fectious diarrhoea positive blood cultures of colon 
bacillus in 65. 

I have recently read in the literature, but do not 
know what significance to attach to the observation, 
that in leprous and tuberculous patients the use of 
salvarsan is followed by showers of the respective 
bacteria in the urine and often attended by spread 
of the disease, 

In obtaining blood cultures of the colon bacillus, 
my experience has shown that it is useless to take 
the cultures at any considerable time after the on- 
set of symptoms. I took blood cultures later, for a 
time, with almost uniformly negative results. Ap- 
parently the only time at which positive results may 
be obtained is at the very beginning of symptoms of 
pyelonephritis. Likewise in cultivating the colon 
bacillus from the blood, inasmuch as the immunizing 
power of this organism is less than that of the 
typhoid bacillus, the amount of blood which can be 
taken without danger of interference with growth 
is considerably greater. I take 10 cc. for each flask 
of culture media. 


Discussion CLosep By Dr. Capsotr, Boston: The 
discussion between those who have regarded renal 
infections as commonly haematogenous in origin 
and those who have regarded them as generally 
urogenous has long been violent and has acquired 
the dignity of antiquity. 

It was not our intention to stir this hornet’s nest 
at this time, though we shall have much to say on 
it later. However, as the question has come up, it 
is proper to indicate our views at this time. 

The advocates of urogenous or ascending infec- 
tion as the common source have always had an at- 
tractive doctrine and one peculiarly seductive to 
the unwary. Its weakness has lain in the fact that 
it has postulated certain conditions which are dif- 
ficult of demonstration and which, in our opinion, 
do not in fact exist. In many of these cases of 
acute colon bacillus pyelonephritis the infection 
occurs in persons having no previous lesion of the 
lower urinary tract and in whom there is no con- 
_ dition likely to produce one. This is particularly 
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true of the cases occurring in children and in wo- 
men, more especially in relation to pregnancy, and 
yet in these cases the lesion is precisely similar 
and the disease runs the same course as in those 
having some pre-existing lesion of the lower uri- 
nary tract. The advocates of ascending infection 
have had to disregard entirely the notorious fact 
proved both clinically and by animal experimenta- 
tion, that the bladder is peculiarly resistant to in- 
fection introduced through the urethra and that in 
the absence of retention, infection of that organ 
ean be produced only with the greatest difficulty. 
Under these conditions, to assume that the colon 
bacillus transverses the urethra, infects the bladder, 
ascends the ureter and involves the kidney requires 
a feat of imagination which is quite beyond us. 

In favor of the excretory origin of these infections 
is the also well known fact that colon bacilli cir- 
culate in the blood and are excreted by the kidney 
under a great variety of conditions, in many of 
which their presence has been entirely overlooked. 
The best recognized cases are those of the first 
cousin of the colon bacillus, the typhoid bacillus, 
in which the excretion of the bacteria by the kidney 
has long been recognized. We believe that evidence 
is at hand to show that the colon bacillus behaves 
in a precisely similar fashion and that his pres- 
ence in the kidney is extremely common. Thus 
the believers in the excretory theory can at least de- 
liver the colon bacillus at the kidney without strain- 
ing their imagination and from this point explana- 
tion of the lesions becomes a simple matter. This 
makes it incumbent upon the advocates of the 
theory of ascension to show a previous lesion of the 
lower urinary tract, most commonly of the obstrue- 
tive type and clearly antedating the infection of 
the kidney. Where this can be shown, ascending 
infection is about as likely, though not more likely, 
than excretory infection, and in these cases the two 
types are theoretically on a par. We believe that 
the ascending theory of these infections has seen 
its best days and that in the future it will be on 
the defensive rather than on the offensive and will 
play a losing game. That it will ultimately be 
proved to account for a certain proportion of cases 
is probable, but these will, we think, be the minority. 

In regard to Dr. Chute’s views, I hope, with him, 
that the theories we have put forward this evening 
of what it may be possible to do, will not stampede 
anyone. I confess I have little fear of stampeding 
this gathering and yet if it should succeed in draw- 
ing some surgeons away from the method of two- 
stage prostatectomy, to which Dr. Chute is appar- 
ently wedded, I cannot believe that much damage 
will be done. The two-stage operation seems to me 
unsatisfactory and I am not prepared to admit that 
it avoids the infection of which we have been talk- 
ing this evening any more surely than do other 
methods of drainage. Furthermore, in my hands 
it has not been certain to avoid a considerable mor- 
tality. The two-staged method, as proposed by Dr. 
Pilcher at our meeting last winter, seems to me 
clearly preferable to any other method that I have 
seen, but even this I am by no means clear that we 
are not unnecessarily wasting the patient’s time and 
requiring confinement to bed for a period which 
with these patients is certainly serious. The two- 
stage operation is unsatisfactory, and if by a process 
of previous immunization we can avoid it, I think 
we shall have accomplished an important result. 
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HUMAN TYPES IN THE ADOLESCENT 
PERIOD. 


NUMEROUS papers have recently been pre- 
sented, several of them in this JouRNAL, bear- 
ing upon what might be called the theoretical 
side of the question of type in the human, as ex- 
pressed by the words carnivorous and herbiv- 
orous, or their synonyms. To the theory of type 
it has been objected that, even should it prove 
true in its entirety, it would yet remain without 
practical value. This objection seems by way 
of being refuted: thus Bryant has mentioned 
two independent practical investigations in 
progress. One, by Dr. Hodskins of Monson, is a 
Study of type in relation to the single disease 
group of epileptics. The other concerns itself 
With manifestations of type in school children. 
Notes upon the second of these studies are now 
available, for Dr. Lewis of Worcester has pub- 
lished his results of an examination of 547 un- 
selected school children in his city under the 


title ‘‘ Adolescent Physical Types: A Prelimi- 
nary Study.’’ 

Having extensively considered the literature, 
, | Dr: Lewis proceeds to review his material, divid- 
ing it into three classes or types of body form, 
under the headings carnivorous, herbivorous, 


and neutral or ideal normal. The most striking 
fact elicited is that out of a group of over 500 


boys of school age, less than 50, or 10%, could 
be placed in that favored normal group which 
since before the days of Phidias and the Golden 
Age of Greece has been held representative of 
the ideal in the physical development of man. 
The word ‘‘favored’’ is used advisedly, since his 
study has convineed Dr. Lewis that the fortu- 
nate few in this select ideal normal group pos- 
sess within their perfectly formed bodies not 
only a maximum of resistance to disease, but a 
maximum prospect of g@ superior mentality. 
Thus is additional scientific evidence—were fur- 
ther needed—available in support of the truth 
of the ancient empiric proverb of the sound 
mind in the sound body. Searcely less striking 
than the small incidence of the ideal group, is 
the fact that this 10% appears to represent, so 
to speak, a total effort of nature in the matter of 
perfection, since the 10% runs practically con- 
stant, regardless of race or social status. 

Anatomies are written and illustrated, and 
medicine is taught according to this investiga- 
tion, then, upon a basis of but 10% of human- 
ity. As a result, when the young graduate in 
medicine is confronted by a patient, he may 
have the satisfying thought that there are about 
nine chances to one that the patient he is consid- 
ering is not built according to the plan which he 
has so diligently studied. 

What may we learn of these other nine people 
in ten? Dr. Lewis finds that his boys are not 
grouped evenly upon either side of the normal, 
but that they fall in the proportion of two to 
one on the carnivorous side of normal, with this 
tendency even more strongly shown among those 
of American birth. 

If for every normal there are three herbivores 
and six carnivores, it becomes of some interest 
to know what physical and mental tendencies 
may be found in these predominating groups, 
with their 100% excess of carnivores. Dr. 
Lewis gives direct support to previous observa- 
tions on the types, as follows: ‘‘ My statistics in- 
dicate, first, that good posture, muscular func- 
tion, nutrition and teeth are correlated with the 


neutral or omnivorous type; second, that fairly 
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good posture, muscular function, nutrition and 
teeth are correlated with the herbivorous type; 
third, that incorrect posture, physical defects, 
prominent lower abdomen (visceroptosis), in- 
sufficient muscular function, poor nutrition, de- 
fective teeth and rickets are correlated with the 
carnivorous type. 

In general, the boys of the carnivorous group 
are weak, poorly nourished, lacking bone and 
muscular resistance in addition to having poor 
posture. Often the history shows diseases and 
other defects which greatly reduce the vigor and 
health of the boy, decrease his resistance to ab- 
normal and long-continued strain, and predis- 
pose him to spinal curvature and the like. The 
history of diseases, as recorded on the cards, 
shows that headache, measles, scarlet fever, 
pneumonia, pleurisy, tonsillitis, and convulsions 
occurred about three times as frequently in the 
carnivora as in the herbivora. Invariably, the 
boys with poor marks in studies were poor in 
physical training. 

In all types there seemed to be a direct cor- 
relation between physical and mental activities. 
The best marks for study and training were 
found in the neutral group. There were only 
three fair grades in study, and all grades good 
or excellent in physical training. Seventy per 
cent. of the herbivorous type have good or better 
grades in physical training and about 30 good 
in studies. Fifty per cent. of the carnivorous 
type have good or better in physical training, 
and about 30% good in studies. There were no 
failures in studies in the neutral group, two in 
the herbivorous group, and eight in the ear- 
nivorous group.’ 

From these figures it appears that two-thirds 
of these 500 boys belong in a type proved to be 
about three times as subject to disease as the 
next most frequent group of boys. Further, it 
appears that this most numerous group is the 
worst developed physically. Yet, if complete 
failures are eliminated, it appears, that in spite 
of the physical handicaps which predispose to 
poor mentality, the average grade in studies is 
no worse for the poorly nourished carnivore 
than it is for the more perfectly developed herbi- 
vore. One inference is, perhaps, that were the 
carnivore given an equal chance physically, he 
might excel the herbivore mentally. 

Whatever inferences may be drawn, however, 
such findings as these of Dr. Lewis are worthy 
of serious thought by all interested in matters 


educational, and in the newer aspects of preven- 
tive medicine, and it is to be hoped that this is, 
indeed, but the forerunner of many similarly 
interesting and valuable practical studies in hu- 
man development. 


HEMATOGENOUS INFECTIONS. 


Reports of certain laboratory investigations, 
not generally accepted but worthy of much at- 
tention (Rosenow), indicate a possible great ex- 
tension of the field now occupied by the strepto- 
coecus in pathology. Diseases now generally he- 
lieved to be due to a blood-carried infection are 
mainly endocarditis and arthritis. Others quite 
probably always in this category are pyelitis, 
chorea (of the non-imitative type) and purpura. 
If we are to include also gastric ulcer, appendi- 
citis, neuritis, myositis and other such disease 
conditions, we shall have a group as distinct and 
as large as that of syphilis and greater than that 
of tuberculosis. 

Excluding the colon group represented by 
pyelitis and perhaps some forms of arthritis, the 
principal part of these diseases represents, we 
believe, a streptococcus infection which gets 
into the blood stream almost certainly from the 
mouth, throat, eyes, eurs, nose, or a wound of 
the skin. Of these possible sources, the teeth or 
tonsils are nearly always the most likely. Bac- 
teriologists (Ernst) believe that such a strep- 
tococcus is not present in the gastro-intestinal 
tract. 

Removal of these sources and the administra- 
tion of some antagonistic drugs after the dis- 
ease is once started is not satisfactory treatment. 
Once lodged in the tissues of the body, the or- 
ganism or its effects are very persistent. 

What is to be emphasized is that practically 
all of this large group of diseases can wel! be 
considered to originate from primary disease of 
teeth or tonsils; that once started, consistently 
successful treatment cannot be said to have been 
achieved ; and that the majority of physicians 
are still so careless as not to accomplish the pre- 
vention of these infections. It remains to be 
seen whether a pediatrist cannot definitely 
promise freedom from all diseases of this type 
so long as a patient obeys his directions. Pre- 
vention, we think, should start in infancy, and 
begins with the maintenance of good hea!th. 
Given a healthy infant at six months, it is ques- 
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tionable whether we utilize his good digestion to 
his best advantage by not choosing his food for a 
more distant future than we can for those in 
poor health. Do we not too often sit back and 
watch him gain weight satisfactorily on a sim- 
ple milk diet? 

Durand of Seattle, Owre of Minnesota, Wal- 
lace of London, and others, publish favorable 
results of this choice of food on the teeth. Or- 
dinarily, suppuration about teeth is easily seen 
if looked for. Cases in which a pus pocket can 
be detected only by x-rays are so common, how- 
ever, that this method may be much too infre- 
quently used. Just when this examination may 
be safely omitted has not yet been determined, 
so it may be more safe to use it in every case 
where a tooth is badly carious, even if the gums 
seem healthy. In children with poor teeth, a 
routine examination by the x-ray ought to be 
made every six months. Most dentists cannot 
guarantee complete safety in cases of suppura- 
tion by treatment without extraction. We think 
that safety from these diseases is more valuable 
than the retention of inferior teeth which, it is 
conceivable, may transmit disease to other 
healthy teeth in contact. 

Radical treatment of all even faintly  sus- 
picious tonsils may seem impracticable, but it 
must be remembered that in childhood the pain- 
ful convalescence, which is the worst of the op- 
eration for adults, is very much shortened—in 
fact, it is the usual thing for such a patient to 
eat and talk without difficulty on the morning 
after operation. Before and after such an op- 
eration, which in some cases has seemed to be 
coincident with the entrance of organisms into 
the blood stream, salicylates may be given, per- 
laps With greater security. 


THE NEW ENGLAND TUBERCULOSIS 
CONFERENCE. 


Ar the recent New England Tuberculosis 
Conference, held October 12 and 13, at New 
Haven, delegates representing all the New Eng- 
land States, and others to the number of nearly 
300, were present. The atmosphere of this con- 
ference was a distinetly medical one, and as 
such, to those interested in the tuberculosis cam- 
paign, was very encouraging. There has been 
an evident and growing tendency on the part 
of the medical profession, and especially so on 


the part of social workers, to regard tuberculosis 
as no longer a medical problem, but a social and 
economie one. While to a certain extent this is 
true, and while the social and economic aspects 
of this disease must receive careful considera- 
tion, fundamentally, however, we believe that 
the medical side of the problem is most im- 
portant. That this is coming to be regarded the 
prevailing opinion in Massachusetts is shown by 
the fact that the Massachusetts Medical Society, 
for the first time, sent delegates to this con- 
ference. The Suffolk District Society and 
certain others, likewise, sent delegates. The 
State of Massachusetts was represented by the 
Trustees of Hospitals for Consumptives, the 
superintendents of the four State sanatoria, and 
others. There was present a surprisingly large 
number of general practitioners and of other 
physicians who are not ordinarily greatly in- 
terested in the tuberculosis campaign. As the 
early diagnosis of this disease rests almost 
wholly with the general practitioner, the pres- 
ence of so many at this conference was an en- 
couraging sign. It is to be hoped that the Mas- 
sachusetts Medical Society will come to take an 
increasing interest in this disease and its pre- 
vention, and to realize that through its members, 
largely composed of general practitioners 
throughout this Commonwealth, the solution of 
the tuberculosis problem, in a large part, rests. 


PROGRESS OF POLIOMYELITIS. 


DuRING the past week the epidemics of polio- 
myelitis have declined throughout the United 
States. On October 29 the number of cases in 
Massachusetts reached a total of 647 during the 
current month. On October 22 there were 58 
eases in Quincey, and on October 26, 97 in Holy- 
oke, with 21 deaths. Since January 1 there 
have been 1660 cases in Massachusetts. 

Since July 1, there have been 420 cases and 
117 deaths from this disease in Boston; and 90 
cases with 15 deaths in Providence, R. I. 

The weekly report of the United States Public 
Health Service for October 20, 1916, shows that 
from July 1 up to October 15 there had been 
3917 cases in New Jersey, 3497 in New York 
State, exclusive of New York City, 1561 in 
Pennsylvania, 1427 in Massachusetts, 812 in 
Connecticut, 784 in Minnesota, 749 in Illinois, 
428 in Michigan, 400 in Ohio, 351 in Wisconsin 
and 254 in Maryland. 
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In the issue of the Journal of the American 
Medical Association for October 21, is published 
a preliminary note by Dr. E. C. Rosenow of 
Rochester, Minn., Dr. E. B. Towne of Boston, 
and Dr. G. W. Wheeler of New York, on the 
etiology of epidemic poliomyelitis. After re- 
viewing the earlier work of Flexner and others 
on the isolation of the causative organism of 
the disease, they report the isolation from the 
throat, tonsils and central nervous system in 
eases of poliomyelitis of a peculiar streptococ- 
eus. By intravenous and intracerebral injec- 
tions of cultures of this organism they have pro- 
duced paralysis in animals of various species 
and have recovered the organism in pure cul- 
ture from their nervous system. The symptoms 
and lesions produced are characteristic of polio- 
myelitis. The relation of this organism to that 
demonstrated by Flexner cannot yet be defi- 
nitely stated, but the authors believe that the 
two may represent polymorphous forms of the 
Same coccus under varying cultural conditions. 

There is no further recent advance in the 
treatment of the disease. The Harvard Infan- 
tile Paralysis Commission has recently reported 
that of the cases in which therapeutic blood 
serum has been employed, none has completely 
recovered from paralysis, but only two have 
died. 


MEDICAL NOTES. 


TeeTH OF Rurat Cumpren.—A re- 
cent investigation made by the U. S. Publie 
Health Service, in connection with studies of 
rural school children, showed that 49.3 per cent. 
had defective teeth, 21.1 per cent. had two or 
more missing teeth, and only 16.9 per cent. had 
had dental attention. Over 14 per cent. never 
used a tooth brush, 58.2 per cent. used one oc- 
oaney and only 27.4 per cent. used one 

aily, 


PREVALENCE OF DISEASE IN THE UNITED 
STaTEs.—The weekly report of the United States 
Publie Health Service for October 20, 1916, 
states that during the month of September there 
were reported in Maryland, 49 eases of malaria 
and 575 of typhoid fever. During the same period 
there were 80 cases of typhoid in Wisconsin and 
16 of cerebrospinal meningitis and 373. of 
typhoid in Massachusetts. During the month of 
August there were in Virginia 2069 cases of 
malaria, 40 of pellagra and 1,107 of typhoid. 


owe were 475 cases of typhoid in Kansas in 
Aucust, 


GeRMAN DeatH Rate.—Report from Berlin 
on October 21 states that whereas in 1913 the 
German death rate was only 14 per thousand, 
the rate in 1914 was 16.1, in 1915, 19.7, but for 
the first seven months of 1916 fell to 16. These 
effects are attributable almost wholly to the war. 
Notwithstanding this, however, the infant mor- 
tality, which in 1912 was 14.1 per hundred new 
births and 15.6 in 1913, dropped in 1914 to 14.5 
and in 1915 to 12.9. 


EUROPEAN WAR NOTES. 


SALE or TETANUS ANTI-TOXIN.—Report from 
New York on October 19 states that since the 
outbreak of the European War the health de- 
partment of New York City has sold to the al- 
lied powers nearly $106,000 worth of anti-toxin, 
chiefly for tetanus. A very small amount has 
been sold during this period to the central pow- 
ers, who have manufactured their own supply. 


MepicaL Unit For PALESTINE.—Report from 
New York on Oct. 19 announces that arrange- 
ments have been made by the Zionist Committee 
of that city to send a medical unit of ten 
physicians and five nurses to Palestine, aboard 
the Syrian relief ship soon to sail from New 
York under the auspices of the Red Cross. The 
consent of the United States Department of 
State has been obtained for this purpose and it 
is planned, after landing the unit at some 
Mediterranean port, to transfer its members to 
Palestine aboard a United States warship. The 
purpose of the unit is to undertake the care of 
patients with typhus fever and Asiatic cholera, 
which are now epidemic in Palestine. 


AMERICAN RELIEF COMMITTEE FOR GERMAN 
Bapies.—Report from New York on October 10 
states that the American Relief Committee for 
German Babies, which was organized in Berlin 
at the outbreak of the war, by Americans resl- 
dent in that city, now has about 1200 babies un- 
der seven years of age in its care. The bene- 
ficiaries are selected by the committee and the 
funds distributed by the German Red Cross. — 

‘‘The only beneficiaries of this fund are wid- 
ows and orphans of soldiers slain in battle. 
Having chosen the family, the chairman of the 
American Committee, himself an American, 
directs the Red Cross there to make a monthly 
payment of $10, and an effort is being made to 
pension each family for a full year. — 

Recent reports received at the main office of 
the Committee, No. 13 Park Row, New York City, 
show that the scheme is working out to perfeec- 
tion. The Berlin Red Cross has expressed its 
thanks, and those of its beneficiaries on more 
than one occasion through the medium of the 
wireless. 

The American Relief Committee is a nation- 
wide organization, of which George B. McClel- 
lan, former mayor of New York, is national 
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chairman, and John D. Crimmins, national 
treasurer. An additional office is maintained in 
Chicago at No. 220 South State Street, where 
Frederic W. Upham is chairman, and Charles G. 
Dawes, president of the Central Trust Company 
of Illinois, is treasurer. Members of the com. 
mittee pay all operating expenses and funds 
donated are transmitted without deduction to 
the other side. | 

The committee has so far raised approximately 
$50,000 and transmitted it by wireless to the 
other side, and no less than four hundred fami- 
lies are under its constant care.’”’ 


MEXICAN NOTES, 


New Rep Cross BurEAu IN NEw York.—To 
facilitate the dissemination among Red Cross 
chapters of information about the needs of Eu- 
ropean War sufferers, the American Red Cross 
has established a special information bureau in 
the Metropolitan Tower, New York, under the 
charge of Mr. Albert W. Staub, Superintendent 
of the Red Cross Receiving and Shipping Station 
at the Bush Terminal, Brooklyn. Mr. Staub 
will fill the two offices. His experience during 
the past two years as head of the Receiving and 
Shipping Station, and the steady correspondence 
which his office has with the receiving and for- 
warding representatives of various recognized 
relief agencies in Europe, will enable him to 
keep the more than two hundred Red Cross 
chapters in this country constantly advised as 


to the needs of the foreign Red Cross societies | 


and representatives. 


Stratus or A Rep Cross Base Hosprrau Unir. 
—The twenty-five Red Cross base hospitals,which 
have been organized or are being organized 
under the Department of Military Relief of the 
American Red Cross, have a strictly war-time 
purpose and are not generally available for use 
for civilian relief after disasters other than war, 
according to a Red Cross circular just issued. It 
Savs: 

‘Attention has been invited by the director 
of a Red Cross Base Hospital Unit to a misecon- 
ception of the purposes of this military unit, in 
that a statement has been made that it would be 
available for purposes of civilian relief in great 
disasters other than war. 

, ‘This is an error, as base hospitals are purely 
military units, organized at the request of the 
Medical Departments of the Army and Navy, 
and equipped with a view to the needs of the 
military service only. In both organization and 
equipment they are too massive and too immobile 
for civilian relief work. The muster-in pledge 
contemplates only national service, when called 
into the military service of the United States; 
and it has been decided by the Judge Advocate 
General of the Army that the law does not au- 
thorize the calling out of these units by the 
President except in time of war or when war is 


imminent. 
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national disaster, such as an earthquake, which 
involves injuries to large numbers of people, the 
staff of a base hospital unit might volunteer as 
individuals, and the American Red Cross would 
not hesitate to use the blankets, surgical dress- 
ings, and such other parts of a base hospital 
equipment as might be suitable for first-aid work 
to relieve an emergency. These supplies would, 
however, be regarded as a loan, and would be 
promptly replaced, if possible, from funds con- 
tributed to relieve the disaster. There would 
be no calling out of the unit as a unit, under 
these circumstances, and no compulsion on any 
member of it to volunteer.’’ 


War Revier Funps.—On October 28 the totals 
of the principal New England relief funds for 
the European War reached the following 
amounts :— 


Belgian Fund ............--..$161,327.07 


French Wounded Fund ....... 130,050.27 
104,649.07 
Armenian Fund ........--.... 80,705.05 
French Orphanage Fund ...... 67,906.91 
British Imperial Fund ........ 67,742.91 
Surgical Dressings Fund ...... 54.592.66 
46,620.83 
Belgian Tobacco Fund ........ 40,668.76 
Permanent Blind Fund ....... 19,004.12 


BOSTON AND NEW ENGLAND. 


WEEK’s Deatu RATE in Boston.—During the 
week ending Saturday noon, Oct. 28, 1916, the 
number of deaths reported was 227, against 180 
for the same period last year, with a rate of 
15.57, against 12.54 last year. There were 38 
deaths under one year of age, against 34 last 
year, and 66 deaths over 60 years of age, against 
39 last year. 

The number of cases of principal reportable 
diseases were: diphtheria, 48; scarlet fever, 18; 
measles, 4; whooping cough, 6; typhoid fever, 5; 
tuberculosis, 37. 

Included in the above were the following cases 
of non-residents: diphtheria, 9; scarlet fever, 6; 
typhoid fever, 1; tuberculosis, 37. 

Total deaths from these diseases were: diph- 
theria, 1; measles, 1; whooping cough, 1; ty- 
phoid fever, 1; tuberculosis, 19. 

Included in the above were the following 
deaths of non-residents: tuberculosis, 2. 


Sr, LuKe’s Gump.—The annual meeting of 
St. Luke’s Guild, held, recentky at the Carney 
Hospital, South Boston, was attended by over 
fifty members. Dr. John T. Bottomley was 
elected president for the ensuing year, Dr. John 
R. Slattery vice-president, and Dr. John J. Sul- 
livan, secretary and treasurer. 
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CHARLESGATE HospiraL TRAINING SCHOOL.— 
The first graduation exercises of the Charlesgate 
Hospital Training School for Nurses were held 
recently in Cambridge under the presidency of 
Dr. George Bates. Diplomas were awarded to a 
class of ten pupil candidates. 


ConsuMPpTIvEs’ HosprraL CLinic.—It an- 
nounced that the clinic for the study of tuber- 
culous cases which, for some time, has been con- 
dueted at the Maverick Dispensary, East Boston, 
jointly by the Dispensary, the Consumptives’ 
Hospital Department and the Boston <Associa- 
tion for the Relief and Control of Tuberculosis, 
will hereafter be conducted by the Consump- 
tives’ Hospital Department alone. 


MiLtk DEALERS’ AssociaTion.—The annual con- 
vention of the International Milk Dealers’ Asso- 
ciation, held in Springfield, Mass., on October 
17, was attended by over 150 delegates. The 
leading address was by Dr. John Lovett Morse 

1 Milk for infants.”’ 


‘‘Approximately 300,000 babies die in the 
United States annually. If that number of in- 
fants die each year there are many millions of 
sick babies. A large percentage of the deaths 
is due to poor milk, which comes from diseased 
COWS. 

‘Of the total number of cases there are about 
1500 deaths a year from tuberculosis which can 
be traced to milk from the dairy cow. The only 
way to protect the public health from such dis- 
eases as tuberculosis, typhoid fever, diphtheria, 
sore throat and scarlet fever is by pasteurizing 
the milk from the cow. 

‘The sooner the milk dealers of this country 
realize that it lies within their power to save the 
lives of infants, fewer babies will die. The 
question of reducing infant mortality, 


should speedily adopt measures to safeguard 
the publie health.’ 


Other addresses were delivered by Mr. James 
QO. Jordan on **A Municipal Milk Supply,’’ and 
by Professor W. B. Frost of the University of 
Wisconsin on ** Milk Bacteria Count and Miero- 
scopic Test for Pasteurized Milk.” 


Misrellany. 


AMERICAN SOCLETY FOR THE CONTROL 
OF CANCER. 


Tite American Society for the Control of Can- 
cer has recently -issued the following report of 
its organization and activities as presented to the 
various special societies at the Congress of Amer- 
ican Physicians and Surgeons held in Washing- 
ton in May, 1916. The Caneer Control Society 


having been formed under the direct auspices 


1 of in other 
words, is directly up to the milk dealers, who ° 


(4) American Otological Society: Dr. 


of these national medical organizations at the 
Congress of 1913, the present report was sul- 
mitted as a summary of progress during the in- 
tervening three years in the effort ‘‘to dissemi- 
nate knowledge concerning the symptoms, diag- 
nosis, treatment and prevention of cancer, to in- 
vestigate the conditions under which cancer js 
found and to compile statistics in regard 
thereto. 


REPORT TO THE CONGRESS OF PHYSICIANS AND 
SURGEONS, MAY, 1916. 


At the ninth meeting of the Cengress of Amer- 
ican Physicians and Surgeons held in Washing- 
ton in May, 1913, the American Gynecologica! 
Society presented to the other branches of the 
Congress an identical resolution requesting the 
appointment of two or more delegates to co- 
operate in forming a national organization to 
conduct educational propaganda regarding the 
prevention and cure of cancer. The Gynecologi- 
cal Society had just adopted the report of its 
committee which had been at work on this prob- 
lem for a year or more previously, and had 
recommended that a special society should be 
established with the sole purpose of conducting 
this much-needed campaign of education and the 
collection of data on a nation-wide basis and on 
a general plan similar to that of the Nationa! As- 
sociation for the Study and Prevention of Tuber- 
culosis. In preparing its report and recommen- 
dation the committee of the Gynecological 
Society had secured the interest and promised 
support of a group of lay citizens of New York, 
five of whom, Messrs. John E. Parsons, V. Everit 
Macy, James Speyer, Thomas W. Lamont, and 
George C. Clark, had guaranteed $5,000 toward 
the first year’s expeness of the proposed organ- 
ization, but solely on condition that the project 
be approved, not only by the Gynecological 
Society, but by the profession generally. 

A majority of the constituent societies of the 
Congress promptly responded to the suggestion 
of the Gynecological Society and the following 
delegates were appointed : 


(1) American Dermatological Association: Dr. 
S. Pollitzer, Dr. M. F. Engman. 

(2) American Surgical Association: Dr. George 
Brewer, Dr. Joseph Bloodgood, Dr. 
Charles L. Gibson. 

3) American Laryngological Association : Dr. 
George B. Wood, Dr. J. Gordon Wilson. 

(Charles 
W. Richardson, Dr. George E. Sham- 
baugh, Dr. Christian R. Holmes. | 

(5) American Association of Genito-Urinary 
Surgeons: Dr. H. A. Fowler, Dr. F. 8. 
Hagner. 

(6) American Gynecological Society: Dr. Reu- 
ben Peterson, Dr. Edward Reynolds, Dr. 
Thomas S. Cullen, Dr. Frank F. Simpson, 
Dr. William E. Studdiford, Dr. Freder- 
ick J. Taussig, Dr. Howard C. Taylor, 
Dr. LeRoy Broun. 
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(7) American Association of Pathologists and 


Bacteriologists: Dr. A. S. Warthin, Dr. 
James Ewing. 

(8) American Orthopedic Association: Dr. 
Reginald H. Sayre, Dr. J. D. Griffith. 

(9) American Ophthalmological Society: Dr. 
Richard A. Reeve, Dr. F. E. Cheney, Dr. 
Hiram Woods. 

(10) American Neurological Association: Dr. 
Harvey Cushing, Dr. B. Sachs. 

These delegates were invited to a meeting at 
the Harvard Club in New York City on May 22, 
1913, at which time the American Society for 
the Control of Cancer was duly organized and 
the following declaration of its design and scope 
embodied in the constitution : 

‘‘To disseminate knowledge concerning 
the symptoms, diagnosis, treatment, and pre- 
vention of eancer, to investigate the condi- 
tions under which cancer is found and to 
compile statistics in regard thereto.’’ 
lt is but fitting that a movement which traces 

its origin and so large a part of its prestige with 

the profession and publie to the Congress of 1913 

should present on this occasion an acknowledg- 

ment of indebtedness to all the co-operating or- 
ganizations and make some account of methods 
of work and progress during the last three 

Vvears. 

Plan and Scope.—The purpose of the Society 
us just stated prescribes two main lines of ae- 
tivity: (1) a campaign of publie and _ profes- 
sional instruction, and (2) the collection of sta- 
tistical data. Experimental research, the sup- 
port of hospitals or clinies, and the care and 
treatment of individual patients are not contem- 
plated. In extending its influence and carrying 
on its work, the Society necessarily devotes a 


interest of other organizations and forces which 
are in a position to render assistance in local 
fields, 

l’rofessional Endorsement.—In the months im- 
mediately following the formation of the Society 
under the auspices of this Congress, other prom- 
inent professional bodies successively recorded 
their approval and support of the project. 
Resolutions of endorsement have been adopted 
by the American Medical Association, the Clini- 
eal ( ‘ongress of Surgeons, the Western Surgical 
Association, the Southern Surgical and Gyneco- 
logical Association, and many state and local 
medical societies. 

Evecutive Control—The government of the 
Society is vested in a Board of Directors which 
numbers 66 members, including practitioners of 
recognized standing and prominent and interest- 
ed lay men and women from many parts of the 
country, The direction of the work in detail is 
delegated to an Executive Committee of thir- 
teen Directors including the chairmen of stand- 
Ing committees on organization, membership. 
finance, publication, and statistics, The profes- 
‘onal members of the Board act in conjunction 


with the Executive Committee as an Advisory 
Council which formulates the general policies 
of the Society. 

Membership and Finance.—In so far as paid 
service is necessary to supplement the volunteer 
work, which is the chief source of the Society’s 
vitality, a modest budget is raised entirely from 
dues of members at five dollars per annum and 
from special contributions in larger amounts, The 
Society has no endowment and no fixed income 
from any philanthropic foundation. At present 
there are 577 members and contributors of all 
classes, approximately half of whom are physi- 
cians, the list ineluding some of the leading 
American: practitioners. The interest and sup- 
port of these doctors is a chief asset of the 
Society and this opportunity is taken to urge 
every member of the Congress of Physicians 
and Surgeons to contribute his influence by be- 
coming an annual member. 

State and Local Committees.—Branch 
committees of the Society are formed in 
the several states and cities, not as in- 
dependent local organizations, but as integral 
parts of the single National Society. The chair- 
men of state committees are usually members 
of the National Board of Directors and are vest- 
ed with full power to appoint the other members 
of their committees and supervise their work. 
State committees in turn may organize local com- 
mittees in the principal centers of population 
wherever the interest and needs warrant. At 
the present time state committees have been au- 
thorized in sixteen states and several others are 
in the process of formation. 

Organization and Codperation.—The Society 
has considered it a matter of first importance to 
develop its National Executive Office as a cen- 


larse share of its direct efforts to securing the tral bureau and clearing house through which 


to seek the codperation of all appropriate gen- 
eral and local agencies, and to receive and trans- 
mit impulses tending to further the propaganda 
of public instruction in all parts of the country. 
Standing in close relation, on the one hand, to 
the leading experimental and_ statistical stu- 
dents of the disease who represent sources of 
new and old knowledge of the subject, the So- 
ciety is, on the other hand, in helpful contact 
with the various social forces which can be 
called upon to transmit the essential facts to 
the publie. 

Boards of Health.—Widespread and increas- 
ingly effective work is being done by state and 
city boards of health in the direction of instruct- 
ing the public regarding the prevention of dis- 
ease. The Society therefore endeavors to have 
the more progressive health officers devote a‘ 
proportionate share of attention to cancer in 
this connection, and the national office under- 
takes to furnish data, statistics, and special arti- 
eles produced under the supervision of the ap- 
propriate committees, for local use in the name 
of the board of health. Many health boards, in- 
eluding particularly those of Michigan, Vir- 
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ginia, North Carolina, New York, Massachusetts, 
Kansas, New York City and Toronto, are now 
taking an active part in this campaign, while a 
number of other departments have made a be- 
ginning. 

Medical Societies and Education of the Profes- 
sion —The design of the Society is taken to in- 
clude efforts to keep the general practitioner in 
touch with the latest developments in the knowl- 
edge of cancer, and cognizant of his duty to the 
patient. In this field, however, it is felt that 
the regular professional organizations should 
take the lead. The Society, therefore, offers all 
possible codperation and assistance to state and 
county medical societies in providing literature 
and speakers, and to the various medical jour- 
nals in publishing appropriate articles. Many 
state societies have appointed special cancer 
committees, some of these, as in the case of 
Pennsylvania, antedating the formation of the 
national organization and representing notable 
pioneer work in this field in America. In sev- 
eral instances the committee of the National So- 
ciety and that of the state medical society have 
been made identical. The existing state com- 
mittees on health and public instruction have 
also been approached with reference to the in- 
clusion of cancer in their programs. 

Nurses.—Systematie effort is made to promote 
the instruction of nurses regarding the earlier 
phases of malignant disease and predisposing 


prepared to advise people, especially women 
with whom they come in contact in the course of 
their duties, to seek professional attention in 
time. A series of special articles for nurses has 
been published, meetings for nurses have been 
arranged, all the leading schools of nursing in 
the country have been urged to include in their 
courses lectures on the early signs and symp- 
toms of cancer, and opportunities are sought to 
present the subject at the annual meetings of 
state and national organizations of nurses, a 
number of which have recorded their endorse- 
ment of the purpose and methods of the Society. 
_ Social Workers.—The field workers of char- 
ity organization societies have similar opportu- 
nities to advise people who do not ordinarily read 
newspapers and educational books and pam- 
phlets. The National Office has, therefore, cir- 
cularized several hundred of the larger charity 
organization societies in the various states, seek- 
ing their interest and codperation in holding 
public meetings and in arranging for the spe- 
cial instruction of the members of their working 
forces. 

Women’s Clubs—Women’s organizations 
have proven one of the most effective single 
agencies in disseminating knowledge of early 
cancer and the conditions leading to the dis- 
ease. The work of the Society has been brought 
to the attention of the national and state federa- 
“ions of women’s clubs, and the appropriate 
committee officials have been cireularized in or- 


benefit of their employees. 
conditions, in order that they may be adequately 


der to secure their cooperation in suggesting 
this topic to local clubs. As a result, women’s 
clubs in many states and cities have frequently 
taken the lead in arranging public meetings 
and in providing lectures in their regular study 
programs. 

Insurance Companies. The codperation of the 
leading insurance companies is sought, not only 
in respect to statistical investigations, but for 
the distribution of educational literature. One 
of the largest companies has reprinted, at the 
suggestion of the Society, a cancer leaflet which 
it is prepared to distribute to the number of 
two million copies. At the recent meeting of 
the American Life Convention a resolution was 
adopted providing for the distribution by in- 
surance companies generally of a brief uniform 
circular, approved by the Society, to be sent out 
in premium notice envelopes, thereby reaching 
many thousands of intelligent people. The Life 
Extension Institute, which grew out of the edu- 
cational work of insurance companies, has ad- 
vised its subscribers regarding the early recog- 
nition of caneer, and is indirectly furthering 
the campaign by its propaganda for periodical 
physical examinations. 

Industrial and Welfare Organizations.—Many 
of the larger industrial, commercial, and trans- 
portation companies have undertaken extensive 
welfare workand health instruction for the 
The Society has of- 
fered to the appropriate officials of these com- 
panies any desired assistance in providing 
speakers and circulars, or suggestions for the 
preparation of special literature to be distrib- 
uted by the companies themselves. In this con- 
nection the codperation of such organizations 
as the National Civic Federation, the National 
Safety Council, and the American Museum of 
Safety has been invited. 

Newspaper Publicity—By direct effort and 
through its local committees and various other 
agencies already referred to, the Society stimu- 
lates the publication of carefully considered 
newspaper articles, So far as possible, the char- 
acter of this matter is controlled by the national 
organization, which sends out in its own press 
service short articles prepared under the close 
scrutiny of a committee on publication, made up 
of professional men of recognized standing. 
From the beginning, the Society has also had 
the benefit of the constant advice and coopera- 
tion of the Council on Health and Public In- 
struction of the American Medical Association, 
and by special arrangement a cancer article has 
been supplied for each issue of A. M. A. press 
service, which reaches a selected list of several 
thousand newspapers. Valuable newspaper pub- 
licity has also been secured through the work of 
some of the leading state and city boards of 
health, whose statements to the editors on this 
topic are frequently given better attention and 
more space than articles sent out by a distant 
national bureau. 
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Circulars and Bulletins—The Society has | under the seven group titles of the International 
published for general distribution to the public List of Causes of Death as used in the annual 
a number of leaflets giving in simple language reports of the Census Bureau. Much of the im- 
the elementary facts about the disease. These provement with respect to greater detail and ac- 
circulars are distributed directly on request to curacy which characterizes this special report 
the central office or indirectly through local | will, doubtless, become a permanent feature of 
committees. Arrangement has been made to the American national statistics of cancer. 


' provide these or other approved circulars at Operative Statistics—The Society has also 


small cost to boards of health and other local or- undertaken the collection and study of records 
ganizations in a position to purchase and dis- of operations for cancer in numbers approxi- 
tribute such material. mately as great as those represented in the na- 
A series of special bulletins is also published tional mortality statistics. A blank has been 
for more limited distribution among members of prepared by a sub-committee of the Statistical 
the Society and those who are directly concerned Advisory Board, and leading surgeons through- 
in organizing local educational campaigns. out the country are asked to codperate in this 
Public Meetings and Lectures—To inaugu- study by reporting thereon a few essential facts 
rate work in each of the more important cities, regarding each case of the disease on which they 
the codperation of professional, civic, and re- operate, either in private practice or in hospital 
ligious forces is secured in arranging a general | service. The records thus obtained will be fol- 
public meeting, at which recognized experts may lowed up at intervals of one year by inquiry ad- 
discuss the various phases of the cancer problem. dressed to the surgeon, and the data will be 
Perhaps even more effective in reaching the tabulated and analyzed by expert statistical 
public with the facts are lectures given under methods. Any new and definite evidence as to 
various auspices, particularly women’s clubs, to the curability of cancer which may result will 
small audiences under conditions such that a be laid before the public in the course of the 
single speaker can present the subject in a more educational campaign, but any such announce- 
direct and convineing*manner. It is a partic- ment will be in the name of the Society, and no 
ular function of local committees to arrange comparison or publication of the work of indi- 
for such lectures. The Society, through its na- vidual surgeons will be authorized. 
tional and branch offices, undertakes to act as a! Hospital Records——The committee on statis- 
lecture bureau and to provide qualified speakers tics has also prepared a series of more detailed 
for meetings in any part of the country. blanks, one for each principal type of malignant 
Statistical Research—The second principal disease, on which to record the full history of 
object of the Society is to organize statistical re- cases as a basis for careful study of etiological | 
search on a broader basis than has hitherto been factors. These forms have been put into ex- 
possible. While numerous individuals, clinics, perimental use, and when perfected will be of- 
research laboratories, insurance companies, and fered for use in a number of the larger hos- 
public health departments have been interested pitals in the endeavor to bring out important 
in this field and have done valuable independent factors surrounding the occurrence of cancer 
work, the Society has now undertaken to co- in the individual, in the family, and in the 
ordinate all these agencies for the conduct of community. 
special investigations on a larger scale. To this 
end a Statistical Advisory Board has _ been 
formed, which includes thirty representatives of 


the leading American organizations in the sev- 
eral classes referred to. Correspondence. 
National Mortality Statistics—At the sugges- 
tion of the Society the Director of the United 


States icati 
special the Mr. Editor: Permit me to call to your attention 
which j . : 7 eo ’/ a slight error in quotation and in authorship. I refer 
ich 18S now In press, and will constitute 
of the . - | to “In medio tutissimus ibis,” which occurs in Dr. F. 
most important statistical studies of this 
d . Fremont-Smith’s paper in Boston MEpICAL AND 
lsease so far made under the auspices of any) te 
government. An important advance undertaken 
in this con ti h : . | Ovid's Matamorphoses, II, 137, and not from Virgil. 
nent A . mee lon, at t e suggestion of a peceee The complete verse reads: “Inferius terras: medio 
merican surgeon, is the distinction made 
tween the figures of deaths in which the diag- | Very sincerely, 
nosis was reached after autopsy, surgical inter- Ww. B. Batcuerper, M.D. 
vention, or microscopical examination, and those 
In which the diagnosis was based merely on clin-| [Nore.—This quotation occurred correctly in the 
Ileal observations. In addition, the forthcoming | issue of the Jovrnat for June 10, 1915 (Vol. clxxii, 
report will give the figures in far greater detail | p. 849). Had the proof of the present article been 
than hitherto, and according to 29 separate or-| more carefully read, the error would probably have 
gas and parts of the body affected instead of | been detected in this instance.—Eprror.] 
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CHANGES IN THE MEDICAL CORPS, U.S. NAVY, 
FOR THE THREE WEEKS ENDING OCTOBER 
14, 1916. 

99 


September 22, 

Surgeon H. F. Strine, to Naval Hospital and School, 
Washington, D. C., September 25, 1916. 

Surgeon R. W. Plummer to Alabama. 

Surgeon G. F. Freeman, detached Tacoma to home, 
wait orders. 

I. A. Surgeon H. May, detached Marine Bar- 
racks, Port Royal, S. C., to home and wait orders, 

IP. A. Surgeon P. E. Garrison, detached Dolphin to 
duty with Expeditionary Forces in Santo Domingo. 

P. A. Surgeon E. H. H. Old, detached Naval Hos- 
pital, Washington, ID. C., to Solace. 

I’. A. Surgeon D. G. Allen to Chester, 

September 22. 

Surgeon H. C. Curl, detached Force Surgeon, Re- 
serve Force Atlantic Fleet, to Marine Barracks, Port 
Royal, 

Pr. A. Surgeon G. B. Trible, to Naval Academy, 
Annapolis, Md., Sept. 25. 

September 23. 

I’. A, Surgeon 
and wait orders. 
September 25. 

Surgeon C.D. Langhorne, resignation accepted from 
Sept. 20, 1916. 

I. A. Surgeon 
Philadelphia, Ta. 

Asst. Surgeon J. H. Brantley, 
August 26, 1916, 

Asst. Surgeon A. H. Cecha, commissioned from Aug, 
29, 1916. 

Asst. Surgeon I. 
Aug. 26, 1916. 

Asst. Surgeon I’. F. Prioleau, commissioned from 
Aug. 29, 1916. 

Asst. Surgeon F. T. Power, commissioned from Aug. 
28 1916, 

October 4. 

Surgeon C. Triebly, detached North Dakota to 
Illinois. 

Medical Director George B. Wilson died at Boston, 
Mass., Oct. 1, 1916, 

Asst. Surgeon John Harper, detached Vinnesota, to 
connection fitting out Arizona, and duty on board, 
when commissioned, 

October 5. 

Surgeon J. S. Taylor, detached Rhode Island, to 
Connecticut, 

Surgeon C, G. Smith, detached Bureau of Medicine 
and Surgery, Navy Department, to fitting out Arizona, 
and on board when commissioned. 

Surgeon J. A. Murphy, detached Wichigan, to Bu- 
reau of Medicine and Surgery, Navy Department, 
Washington, D. C.. Oct. 14, 1916, 

Asst. Surgeon R. L. Crawford, detached Connecticut 
to Rhode Island, Oct. 5. 

Medical Director Philip Leach, detached Naval Hos- 
. New York, to command Naval Hospital, Boston, 
Mass, 

Medical Inspector G. A. Lung, detached Naval Tor- 
pedo Station, Newport, R. L, to command Naval Hos- 
pital, New York. 

Surgeon H. C. Curl, to Vichigan. 

IP. A. Surgeon G, R. W. French, detached Maine, to 
Torpedo Station, Newport, R. I, 

October 6, 

Surgeon II. 1D. Wilson, to home and wait orders. 

P. A. Surgeon J. B. Mears, detached Memphis, to 
Expeditionary Force, Santo Domingo. 


A. 


Huff, detached Scorpion to home 


I). H. Noble, to Naval Hospital, 


commissioned from 
Ww. 


Jacobs, commissioned from 


ARMY MEDICAL CORPS EXAMINATION. 


The Surgeon-General of the Army announces that 
preliminary examination for appointment to first lieu- 


tenants in the Army Medical Corps will be held early 
in January, 1917, at points to be hereafter designated. 

Full information concerning this examination can be 
procured upon application to the “Surgeon Genera) 
U. S. Army, Washington, D. C.” The essential re- 
quirements to secure an invitation are that the appli- 
cant shall be a citizen of the United States, between 
22 and 32 years of age at time of receiving commis- 
sion in Medical Corps, a graduate of a medical 
school legally authorized to confer the degree of doe- 
tor of medicine, of good moral character and habits, 
and shall have had at least one year’s hospital train- 
ing as an interne, after graduation. Applicants who 
are serving this post-graduate interneship and can 
complete same before Oct. 1, 1917, can take the Jann- 
ary examination. The examination will be held 
simultaneously throughout the country at points 
where boards can be convened. Due consideration 
will be given to localities from which applications are 
received, in order to lessen the traveling expenses of 
applicants as much as possible. 

In order to perfect all necessary arrangements for 
the examination, applications should be forwarded 
without delay to the Surgeon General of the Army. 

There are at present two hundred and twenty-eight 
vacancies in the Medical Corps of the Army. 


NOTICES, 


Harvey Society Lecrures.—The second lecture of 
the current twelfth course before the Harvey Society 
will be given at the New York Academy of Medicine 
on Saturday evening of this week, November 4, by 
Dr. F. M. Allen of the Hospital of the Rockefeller 
Institute on “The Role of Fat in Diabetes.” 


SUFFOLK District MEpDICAL CENSORS’ EX- 
AMINATION.—The censors of the Suffolk District Medi- 
cal Society will meet to examine candidates for ad- 
mission to the Massachusetts Medical Society at the 
Boston Medical Library, 8 The Fenway, on Thursday, 
November 9, at 4 P.M. 

Candidates, who must be residents of the Suffolk 
District or non-residents of Massachusetts, should 
make a personal application, at least three days be- 
fore the examination, to the Secretary, at 355 Marl- 
borough street, between 4 and 5 o’clock, P.M. (except 
Suturdays and Sundays), and present their medical 
diplomas. 

Davip CHEEVER, Secretary, 
Suffolk District Medical Society. 


APPOINTMENTS. 


IfakVARD MepicaL Scuoot.—Dr, Edward I, Nichols 
and Dr. Charles A. Porter, formerly associate pro- 
fessors of surgery in the Harvard Medical School, 
have been appointed clinical professors. The follow- 
ing appointments as assistants have been confirmed 
Dr, Donald M. Glover, assistant in histology ; lr. 1% 
eph H, McGuire, assistant in histology; Dr. 
Woody, assistant in pathology; Dr. Harry S. Beri 
stein, assistant in pathology; Dr. Francis L. Burnett, 
ussistant in pathology; Dr. George Clymer, alumni 
assistant in neurology; Dr. LeRoy U, Gardner, in- 
structor in pathology. 


RECENT DEATH. 


Dr. D. BraypEN Ky te, who died of pneumonia, on 
Oct. 23, at Philadelphia, was born at Cadiz, 0O., in 
1853. He received the degree of M.D. from_ the 
Xclectic Medical College of Cincinnati, Ohio, in 1891. 
He was known as a specialist in rhino-laryngology, 
and has written several text-books on diseases of the 
nose and throat, He was formerly president of the 
American Laryngological Association. 
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